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These  are  the  proceeding  of  a  (now  bi-annual)  conference  composed  primarily  of  psy¬ 
chiatrists,  psychologists  and  social  workers  in  the  U.S.  Army.  Presentations  include 
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BEHAVIORAL  SCIENCES  IN  A  CHANGING  ARMY 


COL  Franklin  D.  Jones,  MD 
Psychiatry  and  Neurology  Consultant 
Office  of  The  Surgeon  General 
Department  of  the  Army 
Washington,  DC  20310 

General  Deffer,  Ladies  and  Gentlemen: 

Although  my  title  is  "Behavioral  Sciences  in  a  Changing  Army,”  it  might 
just  as  aptly  be  entitled  "A  Changing  Behavioral  Sciences  in  the  Army," 
since  a  major  task  of  this  conference  is  to  take  stock  of  such  changes 
and  make  recommendations  for  updating  regulations  to  meet  the  challenges 
of  such  changes. 

Nearly  10  years  ago  I  attended  the  first  AMEDD-BS  Conference  here  in 
Denver.  The  main  purpose  of  the  conference  seemed  to  be  the  desire  of 
the  participants  to  define  Nhat  a  behavioral  scientist  is  and  is  not. 
Particularly  there  was  a  need  for  each  profession  to  explore  its  unique 
contributions  to  mental  health  care.  The  professions  represented  were 
diverse:  the  traditional  triumvirate  of  psychiatry,  social  work  and 
psychology  were  most  strongly  represented  but  also  there  were 
psychiatric  nurses,  occupational  therapists,  enlisted  specialists,  chap¬ 
lains  and  even  personnel  from  the  disciplinary  barracks. 


Only  the  enlisted  specialists,  who  had  been  newly  christened  behavioral 
sciences  specialists,  had  no  complaints  about  the  name.  The  majority  of 
others  rejected  the  notion  of  being  thought  of  as  "B.S. 'ers." 

This  rejection,  I  feel,  was  more  than  Just  an  esthetic  appreciation. 
Groups  who  were  already  struggling  with  identity  problems  were  abso¬ 
lutely  paranoid  about  the  potential  for  identity  diffusion  and  perceived 
loss  of  autonomy  and  prerogatives. 

The  psychiatrists  voiced  concerns  about  loss  of  control  of  resources  and 
non-physicians  performing  medical  procedures.  The  psychologists  didn't 
want  to  be  thought  of  as  "junior  psychiatrists"  and  the  social  workers, 
who  rendered  many  services  outside  the  psychiatric  compass,  were  anxious 
to  retain  autonomous  status  outside  departments  of  psychiatry. 
Psychiatric  nurses  were  in  the  throes  of  defining  roles  outside  tradi¬ 
tional  inpatient  settings  and  all  three  major  specialties  were 
suspicious  of  them. 

With  these  socio-psychodynamic  forces  in  operation,  it  is  not  surprising 
that  there  was  a  good  deal  of  acrimony,  a  great  deal  of  hurt  feelings, 
and  a  minimun  of  useful  work  accomplished.  What  is  surprising  is  that 
the  conference  survived  as  an  annual  event. 

I  am  bringing  up  this  unhappy  history  because  to  paraphrase  Santayana, 
if  one  ignores  history,  he  is  doomed  to  repeat  it.  There  is  evidence 


that  the  failure  to  cone  to  terms  with  these  divisive  issues  has  been 
detrimental  to  all  of  us  as  follows: 

1.  Several  attempts  to  update  AR  40-216,  the  basic  regulation  for 
neuropsychiatry  have  failed. 

2.  Civil  war  has  erupted  at  several  community  mental  health  activ¬ 
ities  over  issues  of  areas  of  responsibility,  control  and  overlapping 
serv ices . 

3.  We  have  had  to  function  on  the  basis  of  compatible  personalities 
rather  than  clearly  delineated  staff  relationships. 

4.  Mutual  sabotage  of  individual  careers  and  programs  has  occurred. 

5.  Finally,  and  most  importantly,  we  have  been  unable  to  stand 
united  in  combatting  the  erosions  of  benefits  of  our  patients.  Just  one 
example  of  this  failure  is  seen  in  the  deprivation  of  CHAMPUS  benefits 
caused  by  bureaucratic  manipulation  of  payments.  When  care-givers  must 
wait  three  to  six  months  to  receive  reimbursement  fVom  OCHAMPUS,  they 
refuse  bill  assignment  and  demand  payment  from  the  patient.  If  hospi¬ 
talization  is  involved,  they  may  request  deposits  of  several  thousands 
of  dollars.  At  $50  or  60  per  hour  few  can  afford  even  outpatient  care. 
Since  there  are  not  enough  staff  in  the  Army,  these  military  persons  are 
being  denied  care.  Through  a  false  distinction  between  treatment  and 


education,  military  children  are  not  funded  for  learning  disabilities, 
mental  retardation  and  some  forms  of  chronic  psychosis.  The  rehabil¬ 
itation  of  alcoholism,  a  disorder  which  may  develop  over  a  lifetime,  is 
limited  to  one  month.  I  noticed  that  few  of  us  signed  up  for  the  CHAM- 
PUS  task  force.  I  would  urge  reconsideration. 

Another  area  of  erosion  is  in  false  issue  of  civil  rights^the  right  to 
refuse  treatment  as  a  banner  cry  allowing  society  to  give  up 
responsibility  for  the  care  of  the  mentally  afflicted.  State  legis¬ 
lators  love  this  development.  It  allows  them  to  withdraw  funding  for 
costly  hospitals  with  professional  staff  and  pay  small  amounts  for 
boarding  mentally  ill  persons  in  newly  created  ghettoes  of  madness.  We 
need  a  new  Dorothea  Dix  to  prick  the  consciences  of  our  law  givers  and 
budget  masters.  Again  the  task  force  on  Legal  Issues  is  under- 
subscribed.  Your  expertise  is  needed. 

We  live  in  a  rapidly  changing  Army.  Since  the  hippie  era  drug  abuse  and 
alcohol  abuse  in  the  young  have  been  rampant.  The  end  of  the  draft  and 
the  feminist  movement  have  forced  us  to  reconsider  not  only  who  can  do 
the  job  but  also  what  jobs  should  be  done.  With  a  small,  expensive, 
more  feminine  and  greatly  civilian! zed  armed  forces  we  seem  more 
cautious  about  overseas  adventures,  more  prone  to  rely  on  accommodation, 
technology  and  nuclear  deterrence  in  our  defense. 
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to  be  fought  even  when  the  soldiers  wear  the  same  uniform.  We  must 
contend  with  casualties  from  menstrual  discomfort  and  pregnancy.  The 
advent  of  large  numbers  of  single  parent  families  particularly  with 
female  parents  is  also  a  new  phenomenon.  Another  new  phenomenon  coin¬ 
cident  with  synthesis  of  sex  hormones  and  sophisticated  surgery  is  the 
ability  of  people  to  alter  their  sexes,  at  least  superficially.  There 
is  much  ambiguity  in  the  law  as  to  the  status  of  such  persons,  an  ambi¬ 
guity  also  related  to  other  sexual  deviates.  How  should  we  handle 
excellent  soldiers  found  to  be  homosexual?  My  wife  suggested  that  we 
should  actively  recruit  them  since  they  are  an  economic  bargain.  She 
pointed  out  that  they  would  not  be  encumbered  with  dependents  requiring 
medical  care  and  special  consideration  in  assignments.  I  doubt, 
however,  that  this  idea  would  be  very  acceptable,  even  in  the  liberal 
mental  health  circles!  Seriously,  though,  recent  appelate  decisions  in 
the  Matlovich  and  other  cases  have  forced  us  to  rethink  our  blanket 


10 


rejection  of  homosexuals 


All  of  these  areas  are  worthy  of  our  study  and  recommendations.  They 
require  our  efforts  to  educate  not  only  ourselves,  our  commanders  and 
peers  but  also  our  student  professionals  and  later  the  general  public. 

Recently  having  been  Director  of  Psychiatric  Education  at  WRAMC,  I  still 
consider  myself  an  educator  and  see  that  as  the  primary  role  of  a 
consultant.  I  was  glad  to  see  that  the  Educational  task  force  has 
attracted  a  group  of  talented  and  enthusiastic  professionals.  The 
explosion  of  knowledge  in  biological  and  social  areas  is  a  great  chal¬ 
lenge  to  teachers  who  may  have  ten  times  the  data  to  transmit  in  the 
same  traditional  intern  and  residency  time  frame  as  that  when  they  were 
interns  and  residents.  The  total  knowledge  is  not  only  greater  but  also 
it  must  adapt  the  trainee  to  changing  missions  and  roles.  When  I  was  a 
resident,  I  was  chagrined  at  the  recent  (then)  separation  of  child 
psychiatry  as  a  separate  specialty,  the  same  chagrin,  I'm  sure,  felt  by 
the  generation  ahead  of  me  when  neuropsychiatry  split  into  neurology  and 
psychiatry.  Now  a  further  splitting  into  subspecialties  of  adminis¬ 
trative  and  forensic  psychiatry  has  occurred,  and  community  and  psycho- 
pharmacology  subspecialties  loom  in  the  near  future. 

This  is,  of  course,  one  way  to  handle  large  amounts  of  data.  Another 
way  is  to  discover  unifying  principles  which  always  simplify  data.  It 
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is  with  this  hope  of  synthesis  that  I  personally  do  not  favor  the  devel¬ 
opment  of  a  military  psychiatrist  or  other  professional  subspecialty. 
After  all,  it  was  not  the  highly  specialized  dinosaur  but  a  weak,  nearly 
defenseless  and  quite  unspecialized  mammal  which  conquered  Earth  and 
will  conquer  the  stars. 

Well,  those  are  some  of  the  challenges  you  face  -  formidable,  but  we 
have  a  formidable  group  to  attack  them.  And  also,  like  the  behaviorists 
that  we  are  sometimes  accused  of  being,  your  consultants  have  arranged 
for  positive  reinforcement  upon  completion  of  the  task.  The  brilliant 
and  sympathetic  Deputy  Surgeon  General,  General  Mendez,  has  given  prior¬ 
ity  to  hearing  what  you  have  to  say.  He  will  be  our  wrap-up  listener 
and  speaker  on  Friday. 


We  will  now  hear  from  our  other  consultants. 
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BEHAVIORAL  SCIENCES:  30  YEAR  PERSPECTIVE 


Vernon  William,  COL,  MS 

This  is  my  Swan  Song.  After  30  years  active  service  and  36  Total,  I  should 
be  in  a  position  to  say  what  I  think  so  I  am  going  to  try. 

I  liked  the  Behavioral  Science  meeting  last  September.  We  sat  down  in 
mixed  groups  and  we  talked,  we  argued,  we  compromised  and  we  planned. 

I  didn't  like  the  70  meeting  that  Frank  has  described  because  we  couldn’t 
do  any  of  those  things. 

I  hope  we  can  do  the  same  thing  this  year  with  the  problems  we  have 
confronting  us  because  we  are  vitally  concerned  with  many  of  those  issues. 
In  order  to  help  set  the  stage  for  that,  I’d  like  to  describe  where  I  think 
Social  Work  is  coming  from  by  addressing  some  gripes  -  Myths  and  Ques¬ 
tions?  First  a  Gripe. 

I  don't  like  the  terra  Behavioral  Scientist  -  I'm  sorry  we  got  stuck  with 
it  -  I  don't  know  a  good  definition  for  it  but  I  am  certain  it  doesn’t  nec¬ 
essarily  translate  "Mental  Health"  which  is  the  definition  used  by  some 
people  in  this  room. 

A  social  worker  in  the  ACS  program  helping  families  adjust  in  their  Army 
Communities  with  food  stamps  or  supplying  information  about  their  next  post 
that  will  help  plan  for  a  physically  handicapped  child  is  a  behavioral 
scientist  but  with  limited  ties  to  this  group.  I  wish  we  had  a  better 
name . 

A  myth  -  Social  Work  is  losing  all  its  spaces  and  is  way  over  its 
authorized  strength.  Matter  of  fact,  at  the  beginning  of  this  year,  we 
had  276  SW's  on  active  duty.  We  had  254  authorized  68R  spaces  and  15  other 
approved  assignments  in  MOS  immaterial  jobs.  That's  269  authorized  spaces 
or  an  overage  of  7  people.  I  fully  expect  the  7  extra  people  will  be  gone 
by  the  end  of  the  summer.  On  the  other  hand,  Social  Work  in  the  Army  as  a 
career  is  very  competitive  with  civilian  programs  and  if  more  spaces  are 
generated,  we  have  people  waiting  in  line  to  enter  the  Army.  At  our  last 
bd  in  Jan,  we  had  31  applicants  for  2  positions  and  we  turned  down  some 
very  well  qualified  people. 

This  leads  me  to  how  we  distribute  our  assets.  Social  work  is  not  neces¬ 
sarily  a  profession  allied  to  medicine.  In  the  Army  however,  it  was  for 
many  years  locked  into  that  position.  We  (social  workers)  owe  our  exis¬ 
tence  in  the  Army  to  psychiatrists.  That's  how  we  got  here  and  as  far  as 
I'm  concerned  that's  where  a  large  part  of  our  assets  will  always  be.  Of 
the  276  social  workers  on  active  duty,  about  65%  work  in  the  area  of  Mental 
Health  -  that  is  in  direct  relationship  with  psychiati rsts ,  psychologists, 
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and  the  rest  of  you  in  this  audience.  Another  25?  work  in  relationship  to 
other  branches  of  medicine  -  Pediatricians,  Internists,  family  practice, 
orthopedics,  etc.  The  rest  (10?)  or  less  than  30  are  in  positions  where 
they  are  doing  other  kinds  of  social  work  -  that  is  not  directly  related  to 
medicine. 

I  feel  we  are  doing  our  part  to  support  Mental  Health  programs  and  those 
people  who  are  doing  social  work  in  non-psychiatric  settings  and  other 
areas  such  as  ACS,  Research  and  Staff  positions  are  not  doing  30  at  the 
expense  of  anybody  in  this  room.  In  the  days  when  social  works  only  role 
was  support  of  psychiatry,  we  had  a  maximum  of  160  spaces.  We  have  more 
than  that  today,  and  I  would  guess  that  our  ratio  of  social  workers  to  psy¬ 
chiatrists  is  also  better  today.  As  the  Social  Work  Consultant,  I  stand 
ready  and  able  to  recommend  an  officer  to  fill  any  vacancy  for  a  social 

worker  that  is  generated  by  work  units  from  any  work  area. 

Finally  I'd  like  to  talk  about  separate  Social  Work  Services  in  certain 
settings.  Some  people  think  we  shouldn  't  have  them,  some  think  we're 
going  to  lose  them,  but  my  message  is  they’re  here  to  stay.  If  the  primary 
work  arena  is  a  community  mental  health  activity  or  a  psychiatry  service. 
The  social  work  role  is  negotiable,  and  that’s  one  of  the  topics  we'll 
discuss  this  week.  If  the  primary  work  arena  is  the  rest  of  the  hospital, 
or  an  ACS  setting  and  we're  providing  discharge  planning  for  an  elderly 
cancer  patient  or  financial  planning  to  an  E-4  and  his  family,  the  role  is 

not  negotiable  in  this  arena,  this  week.  In  order  to  properly  meet  as  many 

needs  as  possible  we  need  separate  social  work  services  in  the  medical 
center  and  large  MEDDACs.  As  a  matter  of  fact,  the  HSC  reg,  the  Joint  Com¬ 
mission  on  Accreditation  and  the  American  Hospital  Association  standards 
require  a  separate  service  in  those  settings. 

In  summary  -  In  spite  of  the  fact  that  my  old  age  and  my  paranoia,  may  have 
been  too  evident  during  the  past  few  minutes  -  the  bottom  line  for  our 
meeting  here  this  week  is  to  provide  better  care  for  all  eligible  personnel 
and  social  work  stands  ready  to  do  its  part  in  planning  towards  that  end. 

Thank  you. 
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GUILD  AND  BOUNDARY  ISSUES:  Readdressed 

As  part  of  the  introduction  to  the  AMEDD  Behavioral  Sciences 
Seminar,  l.TC  Hartzell  discussed  the  topic  of  mental  health  pro¬ 
fessionals  in  the  U.  S.  Army  today.  Unfortunately,  a  written 
summary  of  his  remarks  could  not  be  made  available  for  publi¬ 
cation. 


BARRY  N.  BLUM 
CPT,  MS 
Editor 
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TASK  GROUP  I 


PERSONNEL  RESOURCE  MANAGEMENT 


Co-Chairmen: 

Col  Donald  W.  Morgan,  Psychiatrist 
Col  Otto  J.  Schreiber,  Psychiatrist 

Members: 

Col  Phillip  Hicks,  Psychiatrist 

Lt  Col  Jay  Norton 'Tafpez,  Psychiatrist 

Maj  William  Sullivan,  Psychiatrist 

Lt  Col  Edgar  J.  Habeck,  Social  Worker 

Maj  James  Tansor,  Social  Worker 

Maj  James  Walsh,  Social  Worker 

Lt  Col  Hubert  A.  Kelley,  Social  Worker 

Cpt  Edward  T,  Beaty,  Psychologist 

Cpt  Franklin  Brooks,  Psychologist 

Lt  Col  Edgar  Cook,  Psychiatrist 

Cpt  Edward  0.  Crandall,  Psychologist 

Maj  Willie  Patterson,  Psychiatrist 

Lt  Col  E.  R.  Worthington,  Psychologist 

Cpt  Thomas  Coleman,  Psychologist 

Cpt  Lawrence  Dilks,  Psychologist 

Lt  Col  Francis  J.  Fishburne,  Psychologist 

TASKS: 

1.  Designate  needs  for  psychiatrists,  social  workers,  psychologists, 
nurse  clinicians  and  91Gs  and  91Fs  Army-wide.  How  are  require¬ 
ments  presently  determined. 

2.  Recommend  assignment  of  types  of  personnel  at  above  facilities. 

3.  Propose  plans  to  survive  expected  personnel  shortages  —  civilian- 
ization,  regionalization,  contracting,  closing  programs,  assigning 
only  social  workers,  etc. 

4.  Recommend  assignment  of  specific  personnel. 

5.  Propose  changes  to  make  isolated  posts  more  attractive. 

6.  Is  assignment  of  psychiatrists  to  a  region  with  "circuit  riders" 
a  viable  option?  What  are  the  advantages?  Disadvantages? 
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RECOMMENDATIONS 


I.  TASK  #1:  Designate  needs  for  psychiatrists,  social  workers,  psycholo¬ 
gists,  nurse  clinicians  and  91Gs  and  91Fs  Array-wide.  How  are  requirements 
presently  determined. 

A.  Question  or  Task  #1  is  extremely  far  ranging  and  complex;  however, 
the  following  recommendations  on  a  general  basis  are  made  by  the  group: 

1.  MEDCENs  with  training  programs  should  have  top  priority  of  re¬ 
sources  in  that  they  have  the  capability  to  generate  and  constantly  renew 
the  availability  of  trained  professional  personnel  to  provide  service  to 
the  Division,  Community  Hospital  (MEDDAC ) ,  and  CMHA  in  that  order. 

2.  The  top  priority  for  Division  placement  is  to  support  our  pri¬ 
mary  mission  of  combat  support  since  this  is  why  we  exist  in  the  first 
place.  The  second  priority  to  Community  Hospitals  (MEDDAC)  is  to  support 
the  active  duty  soldier  and  his  dependents,  the  latter  being  of  utmost 
importance  in  sustaining  the  morale  of  the  active  duty  soldier.  The  last 
priority  of  the  CMHA  does  not  mean  to  imply  that  support  of  the  active  duty 
soldier  is  not  important.  However,  with  scarce  resources,  the  use  of 
Division  personnel  supported  by  hospital  personnel  can  accomplish  the 

same  objective. 

3.  Currently,  requirements  for  mental  health  personnel  at  all 
facilities  is  determined  via  manpower  surveys  that  use  antiquated  staffing 
guides.  These  guides  desperately  need  to  be  updated  to  take  into  consid¬ 
eration  the  increasing  number  of  administrative  mandates  imposed  upon  men¬ 
tal  health  personnel  (audits,  TAB,  MCE,  etc.)  plus  clinical  requirements 
of  supervision  of  paraprofessionals ,  consultation  with  other  professionals, 
unit  commanders,  legal  representatives,  drug  and  alcohol  programs,  child 
protective  councils,  and  rape  crisis  teams. 

4.  Once  the  availability  of  a  psychiatrist  becomes  non-existent, 
the  pretense  of  medical  psychiatric  care  should  be  dropped  and  a  clear 
definition  of  Social  Work  and/or  Psychology  Services  presented  to  the 
Medical  Commander  so  that  he  can  seek  other  alternative  services  to  fill 
the  deficit. 


5.  The  91G  assignment  priorities  should  come  under  AMEDD  control 
in  order  to  fill  the  needs  as  they  arise  on  a  timely  basis. 

II.  TASK  #2:  Recommend  assignment  of  Types  of  personnel  at  above  facili¬ 
ties. 


A.  Task  #2  did  not  result  in  any  firm  recommendations  due  to  the 
unique  skills  as  well  as  areas  of  overlap  among  the  various  disci  pl  i  nes . 
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However,  assignments  might  be  based  on  operational  model,  i.e.,  as  the 
needs  are  perceived  at  a  particular  facility  to  accomplish  their  particu¬ 
lar  mission,  additional  resources  are  requested  through  their  respective 
consultants. 

III.  TASK  #3:  Propose  plans  to  survive  expected  personnel  shortages  — 
civilianization,  regionalization,  contracting,  closing  programs,  assign¬ 
ing  only  social  workers,  etc. 

A.  Task  #3  resulted  in  the  following  recommendations: 

1.  Unf i lied  HPSP  slots  up  to  10  be  diverted  to  find  clinical 
psychologists  for  civilian  training  programs. 

IV.  TASK  #4:  Recommend  assignment  of  specific  personnel. 

A.  Task  #4  resulted  in  the  following  recommendation; 

1.  Managers  (consultants)  should  know  their  personnel  personally 
and  keep  records  of  their  career  progression.  In  this  manner  they  could 
tailor  assignments  and  match  job  requirements  to  individual's  needs  and 
wants.  (Ex:  Jay  Norton  at  Fort  Huachuca). 

V.  TASK  #5;  Propose  changes  to  make  isolated  posts  more  attractive. 

A.  Task  #5  resulted  in  the  following  recommendation: 

1.  Facetiously  speaking,  "isolated  posts  could  be  eliminated  or 
labelled  "career  advancement  tours".  More  seriously,  the  following 
incentives  should  he  considered: 

a.  Choice  of  next  assignment  with  an  absolute  guarantee 
h.  Additional  TOY 
e.  Additional  pay  incentives 

d.  Maximizing  resources  and  personnel 

e .  Short  er  t  ours 

VI.  TASK  #6:  Is  assignment  of  psychiatrists  to  a  region  with  "circuit 
riders"  a  viable  option?  Wha 1  are  the  advantages?  Disadvantages? 

A.  Task  #6  resulted  in  the  following  recommendations : 

1.  Possible  concept:  However,  must  be  free  from  other  responsi¬ 
bilities,  not  an  additional  duty:  should  be  assigned  to  the  Office  of  the 
Chief  of  the  Regional  MFDCENs  and  be  allowed  to  home  base  at  the  MEDCENs. 
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2.  Advantages:  Would  provide  Medical  Psychiatric  Services  at 
facilities  that  otherwise  would  have  none. 

3.  Disadvantages:  Early  burn  out;  travel  problems  due  to 
distance,  weather,  fuel  shortages. 

4.  Would  require  a  Senior  individual  due  to  intermittent  con¬ 
tacts. 

VII.  Additional  recommendation: 

1.  The  re-establishment  of  a  full-time  social  work  consultant. 


19 


TRAINING  ISSUES 

David  T.  Armitage,  M.D.,  J.D.,  LTC ,  MC,  Asst  Chief, 
Dept  of  Psychiatry  £  Neurology  and  Director  of 
training  £  Research,  DDEAMC ,  Fort  Gordon,  Georgia 

COL  Nicholas  L.  Rock,  Psychiatry 
LTC  T.  .J.  Chamberlain,  Psychiatry 
ETC  Lucien  B.  Fleurant,  Psychiatry 
MAJ  Emmanuel  Cassimatis,  Psychiatry 
MAJ  Tom  Lawson,  Social  Work  (Author  of  Appendix  C) 
MAJ  James  E.  McCarroll,  Psychology 
MAJ  Ray  V.  Smith,  Social  Work 
MAJ  Ed  VanVr'anken,  Social  Work 

CPT  Philip  Appel,  Social  Work  (Author  of  Appendix  B) 
CRT  (Pi  .jack  Bentham,  Psychology 
CPT  Don  Head  Ley,  Psychology 
CPT  Thomas  K.  Sims,  Psychology 
CPT  Kerry  Vi.  Wyant,  Psychology 

OBJECTIVE  OF  THE  TASK  GROUP:  The  object ive  of  the  Task  Group  on  Training 
Issues  was  to  examine  training  in  the  mental  health  fields  in  the  AMEDD  as 
to  current  problems  requirement.-,  needed  modifications,  and  to  render  appro¬ 
priate  recommendations  in  these  areas. 

FINDINGS: 

ISSUE  #1:  STAFFING  OF  TRAINING  PROGRAMS  ( ADEQUACY  OF  NUMBERS  AND  CALIBER). 
RECOMMENDATIONS: 

a.  The  number  of  psyehiat  rn  staff  must  be  increased  for  psychiatric 
training  programs. 

b.  Recruitment  and  rut  cut  :->n  of  appropriate  social  work  officers  in  support 

of  psychiatric  training  program-,  should  he  improved  by  increasing  military 
sponsored  training  opport  u:  it  :  for  soi  ial  workers  at  the  doctorate  level, 


TASK  GROUP  2  : 

TASK  GROUP  LEADER: 

TASK  GROUP  MEMBERS: 


'Vf. 

specifically  for  faculty  involved  in  training  programs,  and  by  adding  a  skill 
identifier  to  the  MOS  to  enable  easy  identification  on  a  screening  basis  of 
potential  staff  members  with  unique  skills  useful  in  training  programs. 

c.  Career  planning  is  essential  in  both  the  recruiting  and  retention  of 
appropriate  faculty. 

ISSUE  §2:  TRAINEES  (QUALITY  AND  QUANTITY). 

RECOMMENDATIONS: 

a.  Quality  of  trainees  must  be  maintained  even  at  the  expense  of  quantity. 

b.  Number  and  location  of  training  programs  should  be  increased  in  order 
to  attract  a  variety  of  trainees. 

c.  A  policy  and  system  must  be  established  and  developed  to  appropriately 
assign  and  utilize  people  of  advanced  military  rank  who  are  novices  in  their 
professional  life  because  of  transfer  of  branch  or  other  considerations. 

d.  Ten  to  twelve  Health  Professions  Scholarship  Program  spaces  should  be 
created  and  allocated  to  Psychology  as  a  means  of  recruiting  qualified  psy¬ 
chology  graduate  students  into  the  Army. 

ISSUE  #3:  TRAINING  WITHIN  THE  MILITARY  SETTING  (SHOULD  IT  OCCUR?) 
RECOMMENDATION: 

Training  must  be  maintained  in  the  military  setting  because: 

(1)  There  is  a  need  for  dedicated  personnel  identified  with  the  military 
system. 

(2)  Retention  of  people  trained  within  the  military  is  much  higher. 

(3)  The  military  has  unique  features  important  to  practice  within  it  (see 


Appendix  A). 


ISSUE  #4:  CORE  CURRICULUM. 


RECOMMENDATION: 

The  issue  of  core  curriculum  is  not  settled  at  a  national  level  in  the 
various  professional  groups.  Consequently,  it  is  recommended  that: 

a.  Establishment  of  curriculum  for  training  programs  should  be  done  on 

an  individual  basis  until  such  time  as  national  groups  establish  firm  priorities 
for  core  curriculum. 

b.  In  order  for  curriculum  (and  other  pertinent  data)  to  be  exchanged, 
there  must  be  an  opportunity  for  coordination  of  curriculum  material.  This  can 
best  be  done  by  a  meeting  of  the  various  training  directors  on  an  annual  basis. 

ISSUE  #5:  INFORMATION  SHARING. 

RECOMMENDATION: 

To  prevent  duplication  of  training  efforts  and  to  prevent  inappropriate 
establishment  of  training  activities,  coordination  is  required.  It  is  recom¬ 
mended  that  a  mental  health  training  bulletin  be  established  and  printed  on 
an  "as  needed"  basis,  no  less  than  once  per  year  with  wide  dissemination.  This 
bulletin  should  be  produced  by  the  consultants  to  the  Surgeon  General  with  input 
from  training  directors. 

ISSUE  #6:  CURRENT  PROGRAMS  (APPROPRIATENESS  OF  LOCATION  AND  NUMBER  OF 
TRAINEES). 

RECOMMENDATION: 

There  is  no  recommendation  for  discontinuing  or  modifying  the  location  of 
current  programs.  However,  the  difficulties  identified  in  the  current  program, 
such  as  attractiveness  of  location,  must  be  faced  directly  and  countered  with 
appropriate  ingenuity. 


ISSUt;  »):  NCW  TRAINING  PROGRAMS. 

RECOMMENDATION: 

a.  A  training  program  In  psychiatry  should  be  considered  for  Madigan 
Arn^y  Medical  Center. 

b.  Specialized  postdoctorate  fellowships  should  be  established  for 
psychology  In  community  health,  neuropsychology,  and  child  psychology. 

c.  A  "third  year"  training  program  for  social  workers  should  be  estab¬ 
lished  in  the  areas  of  “combat  social  work"  and  "psychiatric  social  work." 

d.  Sufficient  numbers  of  slots  for  training  in  social  work  at  the 
doctoral  level  should  be  established  with  the  specific  intent  of  utilizing 
these  graduates  in  military  psychiatric/psychological/social  work  training 
programs. 

e.  Consideration  should  be  given  to  the  establishment  of  coordinated 
training  in  family  therapy  for  psychiatry,  psychology  and  social  work.  The 
components  of  this  training  are  currently  available,  but  there  is  no  coor¬ 
dination  nor  formal  authorization  involved  at  the  present  time. 

ISSUE  #8:  UNIQUE  ASPECTS  OF  THE  ARMY  AS  RELATED  TO  TRAINING. 
RECOMMENDATION: 

The  Task  Force  identified  11  significant  aspects  of  the  military  that 
could  be  considered  unique  and  of  special  interest  to  individuals  practicing 
within  that  setting  that  should  be  addressed  in  all  training  oroqrams.  (See 
Appendix  A). 

ISSUE  #9:  RELATIONSHIPS  BETWEEN  THE  VARIOUS  PROFESSIONS  INVOLVED  IN 
TRAINING  PROGRAMS  (KEY  INVOLVEMENT). 


RECOMMENDATION: 


a.  Neurology  should  be  part  of  a  Department  of  Psychiatry  and  Neurology, 
especially  where  there  are  psychiatric  or  neurologic  training  programs. 

b.  All  training  must  occur  within  the  context  of  professional  and  Army 
policy. 

c.  The  professions  concerned  must  continue  to  work  actively  at  role 
definition  in  terms  of  activity  and  mission  following  training  and  that  this 
be  reflected  in  the  training  program  development. 

ISSUE  #10:  RESOURCES. 

RECOMMENDATION: 

a.  Financial,  space,  and  staff  resources  involved  in  training  programs 
must  be  under  the  operational  control  of  the  training  director  for  required 
key  personnel.  Example:  Psychiatric  Social  Work  Services  must  be  available 
to  a  psychiatric  training  program.  A  program  cannot  rely  merely  on  the  good 
will  of  another  separate  service  chief  to  provide  this  resource.  The  resource 
must  be  within  the  Department  of  Psycniatry  and  Neurology  (see  above  recom¬ 
mendation  concerning  doctoral  training  and  social  work). 

b.  Programs  can  be  co-located  (example:  psychiatry  and  psychology),  if 
training  cases  are  adequate  so  as  to  maximize  the  utilization  of  important 
faculty  resources. 

c.  Internships  in  psychology  should  also  be  made  available  at  nonconcurrent 
training  sites  with  the  purpose  of  spreading  out  the  service  delivery  aspects 

of  training  to  other  military  facilities. 


ISSUE  #11:  COMMUNITY  MENTAL  HEALTH  ACTIVITIES  AS  TRAINING  SITES. 


RECOMMENDATION: 

a.  The  incredible  lack  of  uniformity  in  staff,  mission,  and  performance 
among  the  various  CMHA's  prevents  a  specific  recommendation  as  far  as  utilizing 
CMHA's  as  training  sites.  It  is  recommended  that  the  CMHA  be  more  specifically 
defined  within  policy. 

b.  There  must  be  training  in  a  military  milieu  having  significant  troop 
strength  that  is  mission  oriented.  It  is  recommended  that  a  study  be  done  of 
the  present  status  of  CMHA's,  and  that  other  options  be  considered  for  meeting 
this  goal. 

ISSUE  #12:  TRAINING  OF  91G's. 

RECOMMENDATION: 

The  responsible  authority  at  the  Academy  of  Health  Sciences  should  gather 
specific  information  from  the  field  as  to  experience  with  the  caliber  and 
background  training  provided  to  91G  in  respect  to  theiv"  utilization. 

ISSUE  #13:  POLICY. 

RECOMMENDATION: 

a.  Policy  regarding  functions  and  utilization  of  the  various  mental  health 
disciplines  in  the  AMEDD's  must  be  firmly  established  by  the  appropriate  and 
clearly  delineated  lines  of  authority  and  responsibi 1 i ty  via  AR  40-216.  It  is 
strongly  recommended  that  policy  be  based  upon  input  from  the  field  before  it 
is  written  and  implemented. 
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b.  Policy  guidelines  should  be  the  first  source  consulted  in  addition  to 
tne  respective  professional  accrediting  requirements  when  developing  training 
programs  in  the  military.  This  will  answer  the  question,  "Training  for  what?" 

SPECIAL  ISSUE:  SOCIAL  WORKERS  AS  AMEDD  MENTAL  HEALTH  PERSONNEL 
(APPENDIX  B;  ELABORATED  UPON  IN  APPENDIX  C). 

RECOMMENDATION: 

a,  Because  social  work  provides  services  and  resources  for  areas  other 
than  mental  health,  social  work  must  define  Its  roles  as  related  to  the  various 
areas  in  which  it  works. 

b.  Social  work  should  have  a  senior  professional  named  who  will  have  the 
authority  and  the  necessary  time  to  assist  the  TSG  Consultant  Division  in 
personnel  management  and  program  development  as  it  relates  to  developing  social 
work  officers  for  training  programs  within  the  AMEDD. 

SPECIAL  ISSUE:  PSYCHOLOGY. 

RECOMMENDATION: 

a.  Psychologists  should  be  considered  for  special  professional  pay. 

b.  Career  programs  should  be  developed  that  take  into  account  the  partic¬ 
ular  area  of  expertise  of  psychologists  in  the  Army  such  that  there  is  an  in¬ 
crease  in  senior  rank  and  leadership  within  the  profession  of  psychology. 

SPECIAL  ISSUE:  MUTUALITY  AND  COMPETITION  BETWEEN  MENTAL  HEALTH  PROFESSIONS 
AS  THEY  INTERFACE  WITH  TRAINING. 

RECOMMENDATION: 

a.  Roles  must  be  defined  in  accordance  with  policy  as  noted  above. 
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b.  It  is  most  important  that  the  mental  health  discipline  in  the  AMEDD 
coordinate  and  complement  their  functioning  to  serve  the  needs  of  the  Army 
and  to  prevent  dilution  of  mental  health  service  quality  which  is  prone  to  occur 
when  these  functions  are  not  under  the  professional  and  technical  supervision 
of  the  AMEDO. 

SPECIAL  ISSUE:  RELATIONSHIP  BETWEEN  TRAINING  CENTERS  AND  USUHS. 
RECOMMENDATION: 

a.  Upon  nomination  by  the  director  of  medical  education  or  the  department 
chief  and  forwarded  to  the  Chief  of  Psychiatry  at  the  USUHS,  appropriate  staff 
should  receive  clinical  appointments  to  the  medical  school  faculty. 

b.  Training  faculty  from  the  established  programs  in  the  medical  centers 
can  be  used  as  resources  for  providing  didactic  input  to  the  medical  school 
itself,  based  upon  unique  expertise. 

c.  The  medical  center  training  programs  can  be  used  as  field  clerkship 
sites  for  3d  and  4th  year  medical  students  to  provide  them  an  educational 
experience,  a  sense  that  military  medicine  is  a  viable  and  contributing  en¬ 
tity  in  the  United  States  Army,  and  exposure  to  a  variety  of  trai ni ng/servi ce 
settings  in  which  military  medicine  is  currently  practiced. 
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APPENDIX  A  -  UNIQUE  ASPECTS  OF  THE  ARMY  RELATED  TO  TRAINING 

1.  The  United  States  Army  has  an  overt  formal  organization  with  clearly  defined 
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roles  of  leadership  and  followership. 

2.  There  is  frequent  movement  of  families  and  personnel  with  all  issues  attendant 
thereto. 

3.  The  Army  has  a  combat  mission. 

4.  With  its  codes,  regulations,  dress,  and  training,  the  Army  aims  for  a  degree 
of  uniformity  among  its  members. 

5.  Given  the  mission,  uniformity,  frequent  movement  and  other  special  aspects 
noted  in  4,  above,  there  may  be  professional/personal/group  mores  and  values  which 
at  times  conflict. 

6.  There  is  a  world-wide  distribution  of  military  resources  requiring  adjustment 
to  foreign  cultures  which,  combined  with  frequent  movement,  creates  additional 
adaptive  stress  upon  its  members  and  dependents. 

7.  Professionals  in  the  Army  have  the  ability  to  move  up  rapidly  in  responsi¬ 
bility  and  authority  compared  to  their  civilian  counterparts. 

8.  The  population  served  by  professionals  in  the  Army  is  unique  in  the  sense  that 
there  is  much  prescreening  of  personnel  prior  to  admission  to  the  Army  and  the 
population  is  generally  healthier.  In  addition,  the  average  age  of  the  currently 
served  population  is  younger  than  the  average  age  seen  in  civilian  practice. 

9.  Treatment  within  the  military  can  be  dispositional  in  nature  (which  is  not 
critical  of  the  treatment  but  serves  to  describe  its  nature  and  function).  There 
is  no  long-term  patient  management  for  other  than  retired  personnel. 

10.  Professionals  may  change  jobs  without  necessarily  losing  rank  or  pay.  In 
contradistinction,  however,  they  may  move  up  in  responsibility  without  being  con¬ 
currently  rewarded  with  increase  in  rank  or  pay. 

11.  There  is  a  great  need  for  administrative  skills  in  all  military  professionals. 
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APPENDIX  B 


SOCIAL  WORK 
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SECTION  I 


GENERAL 

1.  PURPOSE.  This  appendix  is  in  response  to  the  request  made  by  Task  Group  2 
(Training  Issues)  at  the  1979  AMEDD  Behavioral  Science  Seminar  at  Fitzsimons 
Army  Medical  Center,  Denver,  Colorado.  The  request  was  for  Social  Work  to  be 
defined  so  that  other  disciplines  would  know  how  to  interface  and  work  with 
social  workers  as  members  of  the  Behavioral  Science  Team. 

2.  DEFINITION.  Social  work  seeks  to  enhance  the  psycho-social  functioning 
of  individuals,  singly  and  in  groups,  by  activities  focused  upon  their  psy¬ 
cho-social  relationships  which  constitute  the  interaction  between  man  and 
his  environment.  These  activities  can  be  grouped  into  three  functions:  res¬ 
toration  of  impaired  capacity;  provisions  of  individual  and  social  resources; 
and  prevention  of  psycho-social  dysfunction. 

SECTION  II 

SOCIAL  WORK  PRACTICE 

3.  GENERAL  STATEMENT.  Ultimately  social  work  practice  is  determined  by  the 
setting  in  which  the  social  worker  is  functioning.  Different  skills  are 
brought  to  bear  in  different  settings  for  different  human  needs  and  problems. 
In  the  Army,  social  workers  can  be  found  in  a  variety  of  different  settings 
including  Division  Mental  Hygiene  Consultation  Services,  Community  Mental 
Health  Activities,  Social  Work  Services,  Alcohol  and  Drug  Abuse  programs, 
corrections,  research,  etc.  Each  one  of  these  settings  may  involve  utilizing 
a  different  knowledge  base  and  skills  to  meet  the  needs  and  problems  of  ser¬ 
vice  members  and  their  dependents.  However  there  is  a  common  core  of  know¬ 
ledge  generic  to  social  work,  and  that  being:  1)  Psycho-social  functioning 

of  individuals;  2)  Social  welfare  programs  and  policies;  3)  Scientific  method; 
4)  Goals  and  values  of  social  work;  5)  Theory  and  principles  of  practice. 

4.  GOALS.  There  cure  three  general  goals  in  social  work  practice: 
a.  Curative,  ameliorative  (treatment  orientation) . 

1)  To  assist  individuals,  families  or  other  small  groups  in  coping 
with  their  problems  in  psycho-social  functioning. 

2)  To  assist  social  organizations  (including  military  units  of  all 
sizes  up  to  a  division),  neighborhoods,  or  communities  in  coping  with  their 
problems  that  are  related  to  the  problems  of  their  members  or  residents. 
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21  To  rehabilitate  people  who  are  defective  in  their  psycho-social 
functioning. 

b.  Preventive  (action  orientationl 

11  To  identify  potential  areas  of  problems  and  to  strengthen  existing 
healthy  forces  (primary  prevention} . 

2)  To  detect  early  symptoms  of  problems  and  to  intervene  at  this 
stage  to  halt  their  spread  (secondary  prevention) . 

3)  To  limit  the  manifestations  of  problems  through  anticipatory 
action  and  rehabilitation  (tertiary  prevention) . 

c.  Promotional  -  enhancing  (developmental  orientation) . 

1)  To  meet  needs  and  enhance  the  psycho-social  functioning  of  indi¬ 
viduals,  families,  or  other  small  groups  to  move  toward  existential  fulfill¬ 
ment  through  psycho-social  participation. 

2i  To  enhance  the  maximum  potential  of  social  organizations  (includ¬ 
ing  military  units - ),  neighborhoods  and  communities  to  insure  the  existential 

fulfillment  and  maximum  self-realization  of  people  through  psycho-social  parti¬ 
cipation. 

5.  MAJOR  FUNCTIONS.  There  are  seven  major  functions  in  social  work  practice. 

a.  help  people  enhance  and  more  effectively  utilize  their  own  problem- 
sovling  and  coping  capacities. 

b.  Establish  initial  linkages  between  people  and  resource  systems. 

c.  Facilitate  interaction  and  modify  and  build  new  relationships  be¬ 
tween  people  and  societal  resource  systems. 

d.  Facilitate  interaction  and  modify  and  build  relationships  between 
people  within  resource  systems. 

e.  Contribute  to  the  development  and  modification  of  social  policy. 

f.  Dispense  material  resources. 

g.  Serve  as  facilitators  of  psycho-social  modification. 

6.  PRIMARY  METHODS.  In  social  work  a  method  is  an  orderly  systematic  mode 
of  procedure.  In  a  particular  setting  and  job  assignment  the  social  worker 
may  use  one  or  several  methods.  Eelov  is  a  partial  list  of  the  primary 

methods. 
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a. 

Administration 

g- 

Planning 

b. 

Case  work 

h. 

Program  development 

c. 

Community  organization 

i. 

Psychotherapy 

d. 

Consultation 

j- 

Research 

e. 

Education 

k. 

Supervision 

f . 

Group  work 

SECTION  III 
CLINICAL  SOCIAL  WORK 

7.  General  Statement.  In  the  Army  approximately  60%  of  all  social  workers 
are  working  in  mental  health  related  settings  in  support  of  psychiatry.  As 
these  settings  provide  interface  and  collaborative  work  with  psychiatrists 
and  clinical  psychologists  it  becomes  important  to  define  clinical  social 
work  for  the  following  reasons: 

a.  Bringing  clarity  to  the  areas  among  the  three  professions  which  seem 
to  overlap. 

b.  The  fact  that  states  are  now  licensing  and  certifying  social  workers 
to  practice  in  prescribed  ways. 

c.  To  familiarize  the  other  members  of  Army  Medical  Department  with  the 
realm  and  domain  of  social  work. 

d.  That  clinical  social  work  occurs  in  hospital  settings  in  support  of 
non-psychiatric  services  and  departments  as  well. 

e.  That  the  American  Hospital  Association  has  published  a  manual  de¬ 
scribing  '  The  Essentials  of  Social  Work  Programs  in  Hospitals"  (entitled  the 
same ,AHA  1971) . 

f.  That  the  Joint  Commission  on  Accreditation  of  Hospitals  in  its  accred¬ 
itation  manual  for  hospitals  specifies  the  minimum  need  for  social  work  ser¬ 
vices  and  in  what  manner  (Accreditation  manual  for  hospitals,  pages  169-172, 
1979  edition  published  by  JCAH) . 

8.  National  Association  of  Social  Workers  definition  of  clinical  practice  — 
"Clinical  practice  is  that  aspect  of  social  work  which  is  carried  out  in  a 
one-to-one  or  one-to-group  situation  by  a  practitioner  exercising  general 
skills  in  a  self  directed  manner.  It  encompasses  assessment,  diagnosis  and 
treatment  of  problems  of  intrapsychic  and  interpersonal  conflicts  and  their 


effects  on  the  self  and  others.  It  involves  utilizing  community  resources  and 
providing  help  in  coping  with  illness,  both  medical  and  psychiatric.  It  de¬ 
velops  psychological  readiness  to  function  more  effectively  in  relation  to 
family,  peers,  associates  and  the  community  and  in  relation  to  employment,  ed¬ 
ucation,  and  other  goals.  Clinical  practice  involves  the  knowledge  and  treat¬ 
ment  of  defineable  psycho-pathology  through  psycho-social  and  psycho-therapeutic 
skills  in  which  the  practitioner  is  both  qualified  and  competent."  ("work¬ 
ing  papers  of  the  NASW  cabinet  of  practice  and  knowledge:  Specializations", 

May  1974.) 

9.  State  of  California  Definition  of  Clinical  Social  Work  Practices.  "The 
practice  of  clinical  social  work  is  defined  as  a  service  in  which  a  special 
knowledge  of  social  resources,  human  capabilities,  and  the  part  that  uncon¬ 
scious  motivation  plays  in  determining  behavior  is  directed  at  helping  people 
to  achieve  more  adequate,  satisfying  and  productive  social  adjustments.  The 
application  of  social  work  principles  and  methods  includes,  but  is  not  re¬ 
stricted  to  counseling  and  using  applied  psychotherapy  of  a  non-medical  nature 
with  individuals,  families,  groups,  providing  information  and  referral  services, 
providing  or  arranging  for  the  provisions  of  social  services,  explaining  and 
interpreting  the  psycho-social  aspects  in  the  situations  of  individuals, 
families  or  groups,  helping  communities  to  organize,  to  provide  or  improve 
social  and  health  services  and  doing  research  related  to  social  work". 

(taken  from  laws  relating  to  licensed  clinical  social  workers,  Chapter  17, 
Division  3,  Business  and  Professions  Code,  Chapter  17,  Article  4,  Paragraph 
9049. ) 

10.  National  Federation  of  Societies  for  Clinical  Social  Work  Definition  of 
Clinical  Social  Work  in  Hospital  Settings:  "1.2  The  term  "clinical  social 
work  practice  in  health  care"  refers  to,  but  is  not  limited  to  one  or  more 
of  the  following:  A.  The  evaluation  and  treatment  of  disability  resulting 
from  the  emotional  stress  due  to  physical  illness. 

B.  Assisting  medical  and  other  health  care  staff  in  planning  (Vo 
appropriate  treatment  of  pat  i ont .  based  on  the  clinical  social  workci  '  aw. in  - 
ness  of  family  dysfunction  that  i nt  erf ers  with  appropriate  use  of  commun; t \ 
resources . 

C.  Assisting  medical  arid  other  health  <  are  staff  in  arr.it.p'.rp 
for  alternative  medical  treatment  based  on  'he  clinual  social  wcrkei 
knowledge  of  communitv  res."  uses. 
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D.  Evaluation  and  treatment  of  stress  resulting  from  family  dys¬ 
function  as  well  as  social,  economic  and  community  dysfunctions  that  impinge 
on  patients  ability  to  recover  from  physical  illness. 

E.  Helping  patients  suffering  from  chronic  or  terminal  illness 

to  function  within  the  limitation  of  that  illness  by  the  use  of  psychotherapeu¬ 
tic  modalities. 

F.  Arranging  discharge  planning  for  patients  based  on  the  know¬ 
ledge  of,  and  skill  in  utilizaing  community  resources. 

G.  Placement  of  medical  or  psychiatric  patients  in  appropriate 
level  of  out  of  home  care.  Assisting  the  patient  and  his  family  in  adapting 
to  that  treatment  plan  and  monitoring  his  care  throughout  placement  and  mak¬ 
ing  replacements  when  necessary. 

E.  Skill  in  helping  patients  adapt  to  demands  of  daily  living 
in  recovering  from  illness. 

I.  Evaluation  and  treatment  of  emotional  disorders  and  mental 

illness. 


J.  Skill  in  helping  persons  with  conscious  and  unconscious  con¬ 
flicts  in  relation  to  the  total  emotional  and  social  environment  in  whicn 
they  must  function,  through  professional  help  which  includes  but  is  not  lim¬ 
ited  to  individual,  marital,  family  and  group  psychotherapy  and  counseling. 

K.  Program  development  services  toward  upgrading  of  patient  care 
rehabilitation  including  training  of  staff  in  human  growth  and  development, 
and  the  designing  of  programs  to  emphasize  the  emotional  anc  social  components 
of  illness  and  disease”  (“General  standards  for  heal  r  care  providers  in 
ical  social  work  in  hospital  settings"  January  1975}. 
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APPENDIX  C 


Social  Work  Training  Proposals 


(1) 

1.  Identify  ROTC  graduates  who  are  going  for  civilian  Mi W  training  and 
if  possible  get  them  into  military  field  placements  as  part  of  their 
civilian  training.  flay  also  be  able  to  utilise  then  in  summers  also. 
Thus,  will  have  raw  NSW  coming  into  the  Army  with  2  years  identifica¬ 
tion  and  knowledge  of  military  systems  and  programs. 

2.  Develop  a  1  year  "Combat  Social  Work  Internship".  Directed  toward 
company  grade  social  work  between  3  and  7  years  service .  The  curri¬ 
culum  v.-ould  be  partial  didactic  in  crisis  intervention,  command  con¬ 
sultation  TSD,  etc.  The  practicum.  would  be  a  minimum  cf  6  months  in 

a  combat  division  under  a  mentor  of  proven  capability,  program  approxi 
mateiy  1  year  in  length,  Possibility  of  assignment  for  practicum  to 
reforger. 

3.  Develop  a  1  year  "Clinical  Internship"  that  is  rrioorilv  oriented 
toward  developing  clinical  and  therapeutic  skills  in  working  with 
individuals^ families  and  groups.  Probable  locations  for  such  programs 
is  with  psychiatric  residences  ar.d  psychology  internships  at  major 
KEDDACS  or  Kad  Cons  for  availability  of  staff. 

(2) 

A.  Continue  the  Family  Program  at  W.V.WC  wit;*,  support  from  sister  disci¬ 
plines  . 

3.  Develop  slots  in  the  Psychiatric  Training  Program  that  are  in  addition 
to  the  Social  Work  Service  Slots .  Those  cl  t  ■  would  he  faculty  posi¬ 
tions  in  the  Residency  Tyc ~r-  w*  ore  se-inl  workers  could  contribute 
their  expertise  to  the  trainin'-  of  ysythistrl  sts .  These  would  bo 
additional  slots  for  .-  r:i,.l  verb,  and  air  a  ok,  'u!  '  ;  validated  Doctoral 
positions.  Thus  an  cvcraH  lucre. .re  in  sletr  ..a.:  ir.  Doctoral  slots. 

6.  Develop  a  way  to  trim; 
well  as  a  brief  held  i 
qualifications  and  at 
programs,  drug  and  ale 
rccog.-.ited  a  mi  ut.l 
in  "bunt  assignment r," 
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7.  Adopt  a  policy  Ik.  t  di'J TJ 

hdW,  fk.e  M'S  c  t  •  m  .  r  f !  : 
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that  enter  with  a  higher  rank  automatically  become  (a)  supervisors  of 
MSW's  who  may  have  many  more  years  of  experi ence ,  (b)  Chiefs  of 
Services  with  no  or  little  background  and  the  possibility  exists  for 
many  mistakes  due  to  lack  of  experience. 

8.  It  is  apparent  that  all  of  the  above  programs  and  proposals  that  deal 
with  training  issues  and  skill  progression  are  most  important  to  the 
AMEDD  mission.  These  programs  cannot  be  effectively  developed  and  im¬ 
plemented  under  the  current  situation  of  a  1/5  time  consultant.  It  is, 
therefore,  recommended  that  emphasis  should  be  placed  on  reinstating 
the  Social  Work  Consultant  at  GTSG  as  a  full  time  requirement. 

!  4  ) 

9.  Unique  SW  contributions  to  the  training  of  psychiatrists  and  psychologists. 

(a)  The  whole  dimension  of  child  and  family  problems,  treatment  and 
systems . 

(b)  A  systems  approach  to  military  communities  'units  and  posts)  - 
Assessment,  Development  and  Implementation  of  Programs  to  meet 
the  needs  of  any  given  organization. 

(c)  Knowledge  of  and  1  ia  i  .-.on  with  community  resources. 

(d)  Provision  of  specific  services,  eg.  adoption,  child  abuse,  foster 
care,  handicapped,  etc. 

(e)  Knowledge  of  and  programs  for  military  offenders. 

MOST  IMPORTANT 

(f)  Unit  consultation  and  promotion  of  mental  health  within  combat 
units . 
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no  longer  adequately  defines  the  scope  of  the  program.  In  the  civilian 
arena,  an  adaptation  of  the  principles  of  military  neuropsychiatry 
formed  a  base  of  the  1963  Ccmnunity  Mental  Health  Act,  which,  with 
incrementation  and  subsequent  modification  has  had  what  has  been  tented 
a  "revolutionary"  inpact  on  the  organization  and  delivery  of  mental 
health  programs  in  the  United  States.  This  in  turn  has  led  to  develop¬ 
ment  of  more  and  different  manpower  resources  to  support  programs  with 
redefinition  of  traditional  professional  interests,  expertise,  and 
alignments.  Within  the  Army,  both  an  impact  from  these  developments 
has  occurred,  and  also  several  new  programs  have  been  developed  to 
provide  primary  preventive  services,  e.g.,  the  Army  Catrnunity  Service 
program  in  1966,  the  Drug  and  Alcohol  Prevention  and  Control  program  in 
1971;  the  Child  Advocacy  and  the  Organization  Effectiveness  programs  in 
1976.  A  major  reorganization  of  the  Army  as  a  system  was  acccrplished  in 
1973,  and  at  the  same  time  the  shift  from  a  conscripted  to  an  all-volunteer 
force.  Within  the  professional  disciplines  providing  Arm/  "neuropsychiatric" 
services,  the  role  of  the  psychiatric  mental  health  nurse  specialist  has 
been  evolving,  social  work  has  been  established  as  a  separate  service, 
the  psychologist  has  been  added  to  the  TOE  of  divisional  units,  occupational 
therapists  have  developed  new  skills  and  interests,  the  role  of  the  behavioral 
science  technician  has  been  refined,  the  Family  Practice  has  been  developed 
as  a  new  medical  specialty. 

To  incorporate  changes  then  current,  an  attempt  was  made  to  staff  a  revised 
regulation  in  1969.  This  was  unsuccessful,  primarily  due  to  disagreement 
over  operational  issues  amongst  the  participating  professional  disciplines. 
Since  that  time  the  program  has  been  operated  more  on  the  spirit  of  the 
regulation  than  on  written  guidelines. 

IV.  Cbjectives : 

1.  To  present  a  draft  of  a  revised  AR  40-21.6  regulation  for  group  work  to 
finalize  and  ready  for  staffing  at  DA  level. 

a.  To  define  roles  of  mental  health  professionals  from  each  participat¬ 
ing  discipline  at  all  operational  levels  in  ccmbat,  CONUS  and  overseas 
garrisons. 

b.  To  define  roles  of  mental  health  paraprofessionals  at  all  operational 

levels . 


c.  To  consider  credentialling  and  continuing  education  requirements 
for  mental  health  workers. 

d.  To  consider  boundary  issues  among  the  specialties  -  psychotherapy, 
assessment,  forensic  evaluations,  etc. 

V.  Conclusions  (See  Appendix  A  for  revised  AH  40-'.!16) : 

1.  That  a  line-by-line  revision  of  the  draft  regulation  as  presented 
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DRAFT  -  AR  40~216  -  t  JANUARY  1980 
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MEDICAL  DEPARTMENT 
ARMY  MENTAL  HEALTH  PROGRAM 


This  is  a  complete  revision.  This  resulation  provides  policy  and 
Guidance  to  commanders  with  reGard  to  problems  of  mental  health 
and  psychosocial  effectiveness  as  they  affect  the  military  xu 
combat  siutations  within  a  theater  of  operations  and  in  support 
units  and  traininc  bases  throushout  the  Army. 
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SECTION  I 
GENERAL 


1.  PURPOSE:  To  describe  basic  Department  of  the  Army  cone, 
policies *  and  practices  reeardins  the  AVEDD  Proeram  to  iro; 
mental  health  and  psychosocial  effectiveness* 

2.  OBJECTIVES*  To  aid  command  to  conserve  the  manpower  o 
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Army  and  to  maintain  it  at  the  hiehest  possible  peak  of 
throush  the  application  of  sound  psychiatric  and 
science  principles  and  services* 

3.  APPLICABILITY ♦  This  r emulation  applies  to  all 
entitled  to  care  in  Army  medical  treatment  facilities 
does  not  apply  to  members  of  the  Army  National  Guard 
Reserve  who  are  not  on  active  duty* 

4.  CONCEPTS*  Throush  experience  Gained  in  the  two  World  Wars 
Korean  and  Vietnam  conflicts*  and  dur ins  peacetime  period 
tr airiins  and  mobilization*  a  Group  of  effective  principles 
evolved  and  will  be  utilized  in  the  prevention*  treatment* 
m a n a <•> erne n t  o f  e s y c h i a  t r  i c  a n d  p swchosocia  1  d i s o v d e r s  , 

a*  Primary  emphasis  will  be  placed  on  preventive  pros rams ♦ 

(1)  Major  attention  will  be  directed  toward  cor  id. i. 
threatenins  to  the  mental  health  and  psychosocial  effect ivene 
i  n  d  :i  v  i  d  u  a  1  s  i.  n  t  h  e  m  1 1  i  t  a  r  y  c  o  m  m  u  n  i  t  y  w  i  t  h  c  o  r  r  e  c  t  i  v  e  p  r  o  f  e  s  s 
action  or  advice  provided  as  possible. 

( 2 )  Pro m p  t  e v a 1 u  a  t i o  n  *  r  a p i d  d i a g n o  s i s *  a  n d 

treatment  with  simple  methods  in  the  duty  environment 
important  in  minimi?! mg  morbidity  and  i nsur i ns  early  resump ti 
effective  p  e  i  f  o »'  m  a  n  c  e  . 
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b .  In  both  combat  and  tv  a in ins  situations  *  treatment  oi  stress 

res c 1 1 o n s  a i 1 d  p s y c h i a t r  :i  c  c a s u a  1 1 i e s  w i  1 1  b e  i n «•  t i. t u t e d  e a r  1  y  *  a s 
proximate  to  the  person's  duty  unit  as  practicable*  in  a  military 
r  a t h e r  t h a n  a  h o s p  i.  t a  1  a  l  m o s p here  *  w i t h  a n  at  ti t u d e  o f  e x p  e c  l.  a n c w 
of  return  to  duty.  Evaluation  and  treatment  should  be  initiated 
at  the  Battalion  Aid  Ft..  t  i. on  or  other  forward  medical  echo  ion 
bavins  initial  contact  with  the  casualty.  Early  return  to  bu  .s  i 
the  desired  objective  and  is  intrinsically  therapeutic  ( or  the 
majority.  The  medical  officer  must  accept,  full  reseonsi  hi  :  for 

provioins  effective  treat  input  as  briefly  and  simply  as  .  or  .  .h" e 
and  for  timely  dr  sen.-  rae  to  duty .  Psyehiatr  ,i  r  casuai  1  i  r  a  e  ':.i  ,er 
than  those  treated  BUC'O'-.sfulla  at  the  initial  iio.iuu ;  pIiJ,' 
will  be  channeled  to  the  division  mental  he  a",  th  lean-  <  ov  *  when 
app-r  opt' i  ate  *  to  the  psychiatric  treatment  far  •  ]  itw  m  d.i  reel 
support  of  the  combat  unit  in  a  continuous  ef  fort  tr  avu  i  n  .  •  <  oi 
manpower  .  Psychiatric  referrals  from  combat  sup  ••-r*r  t.  ■  i. ,  1 1>.  w  :  !  be 

made  to  the  nearest  MTf  . 

c .  In  both  combat  ami  non-combat  situai • on-  *  the  ovaiual joo* 

treatment  *  and  disposition  of  no  n  psychoti  c  i-s>r>  ,  (  .  r  <  .»«.«.i,<  :<•■,<  , 

will*  except  in  unusual  ri .  r cums tanrer  •  is  .  =  ,•••  one  ’  .  sot  u  (in  ,•  o 
outpatient  status.  Ret  so  i  L  <  on  of  this  sro"»  oi  •  n>  u  >.  • t  e  l  •  ■ 
facilitates  treat  men  t  arid  r  educes  non  efferi  i  .< a  icsr  . 

d.  Necessary  evac*  .at  i  on  of  >■■  swchiati  u  r •<-.  1  l  i a  > ,  will  1  < 

centralized  and  monitors  d  throush  a  specified  irteiac  ir  n  ,i.<- -d  i ,  ; 

treatment  facilitea  s<  as  to  maxim  i  z*  irl.,.:i,  t.,(  .via  ,J 
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and  i  -on-  combat,  si  I  i  <a  t  .  v  is  *  di  i  er 
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communication  and  liaison  amone  mental  health  staff  to  include  the 
reGional  consultants  in  psychiatry*  psychology  and  social  work* 
the  division  psychiatrist*  social  worker  and  psychologist*  the 
team  GM  medical  detachment  (psychiatric)  and  the  hospital --based 
psychiatrist  w:i.ll  be  maintained. 

f.  The  overall  effectiveness  of  the  pros ram  is  dependent  on  the 
Proper  distribution*  assisnment*  and  utilisation  of  Qualified 
personnel.  It  is  essential  that  mental  health  staff  be  careful ly 
selected*  trained*  assigned*  and  utilized  in  accord  with  their 
capabilities  in  order  to  assure  mission  effectiveness. 

g.  The  delivery  of  technical  services  by  mental  health 
personnel  will  he  consistent  with  professional  and 
paraprof essional  competencies  as  determined  by  their  education, 
trainine  and  experience  and  validated  by  appropriate  credent ialins 
procedures  designated  by  the  Commander, 

5.  EXPLANATION  OF  TERMS: 

a.  Army  Mental  Health  Proeram!  The  overall  organization  of  AMEDD 
personnel*  proarams  and  services  aimed  at  the  promotion  of  mental 
health*  psychological  effectivenss  and  optimal  social  functioning 
and  the  prevention*  minimization*  and  effective  handling  of  mental 
arid  emotional  disorders  of  active  duty  personnel. 

b.  Mental  Health  Team:  A  coordinated  Group  of  mental  health 
professionals  with  complementary  and  supplementary  skills.  It  may 
include  the  Psychiatrist*  neuroloGist*  social  worker*  clinical 
psycho Iog 1st  *  psychiatric  nurse*  and  occupational  therapist.  The 
professional  team  may  be  supplemented  with  the  91G  behavioral 
science  specialist*  the  91F  psychiatric  ward  specialist*  and  the 
91L  occupational  therapy  specialist. 

c.  Mental  Health  Activity!  An  organized  local  proeram  of  Army 
community  mental  health  services  including  preventive  and 
educational  measures*  consultation  and  outpatient  evaluation* 
treatment  and  disposition*  toeether  with  its  operating  staff. 

6 .  RESPONSIBILITES: 

a.  The  Burgeon  General  has  General  staff  responsibility  for  the 
Army  Mental  Health  Program  and  will  support  it  with  resources  arid 
technical  assistance  in  conjunction  with  other  activities  relating 
to  the  provision  of  health  care  to  service  members  and  their 
f ami  1 ies . 

b.  Interface  and  coordination  will  be  established  as 
appropriate  with. 

( 1 )  Those  pers o n n e 1  e  f  f  ective n  e  s  s *  o r  g a  n i z a t lcnal 
effectiveness*  and  human  development  programs  under  supervision  of 
Deputy  Chief  of  Staff  for  Personnel.  Particular  attention  will  be 
paid  to  the  Army  Alcohol  and  Drue  Abuse  "’revention  and  Control 
Program  and  the  Army  Child  Advocacy  Program. 

(2)  Those  welfare  programs  and  services  under  supervision 
of  The  Adjutant  General. 

(3)  Those  programs  relating  to  the  morale  of  service 
members  and  their  families  under  supervision  of  the  Chief  of 
Chaplains . 

c.  Staff  mental  health  professionals  at  all  levels  will: 

(1)  Provide  the  highest  standard  of  professional  service 
in  the  prevention*  diagnosis*  and  treatment  of  mental*  emotional* 
and  personality  disorders  and  in  the  evaluation  arid  disposition  of 
s  u  c  h  i  n  v  o  1  v  e  d  m  i  1  i  t  a  r  y  p  e  r  s  a  n  n  e  1  . 

(2)  Advise  the  Commander  in  mental  health  matters 
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SECTION  II 

Mental  Health  Eros rams  in  Operational  Units 

8.  MENTA...  HEALTH  TEAM  *  COME:  AT  DIVISION:  The  Combat  Division  TOK£ 

includes*  within  the  medical  battal ion*  a  division  psychiatrist* 
social  work  officer*  clinical  psycho] ooist  and  6  to  8  91G 

behavioral  science  special ists.  These  personnel  will  be  orcsni zed 
to  comprise  the  mental  health  team.  The  mental  health  team  will; 

a.  Discharse  the  staff  mental  health  professional  responsibilities 
enumerated  in  ParaGraph  6  (c)  above. 

b.  In  combat  provide  the  reception*  evaluation*  triaee* 
manasement *  and  rehabilitation  of  psychiatric  casualties  at 
appropriate  levels  within  the  division  and  in  accordance  with  the 
concepts  in  ParaGraph  I  above. 

c.  In  sarnson  or  reserve  overseas  operate  a  Mental  Health 
Activity  to  include  oriGoins  training  of  the  Mental  Health  Team 
personnel*  provision  fur  outpatient  evaluation*  examination  and 
t  r  e  a  t m e  n t *  recom m e  n d a  t i o n s  resar din a  referred  pe r s  o  r  i  n  e 1  *  an d 
c o n s u 1 1 atio n  with  com m a u d .  The  t e a m  s h o u 1 d  t a k e  a n y  a n d  a  1 1 
measures  to  promote  the  preventive  mental  health  proaram  of  the 
division.  Oneoine  tr  ai  nina  directed  t  nw.<r  d  preparation  for'  combat 
will  receive  special  attention. 

d.  When  the  division  is  Garrisoned  o. .  a  post,  or  station  with  a 

Mental  Health  Activity  established  by  the  local  MEDDAC*  the 

Division  Mental  Health.  Team  may  co- .locate  its  Mental  Health 
Activity  with  that  of  the  MEDDAC  and  ini  estate  professional 

f  u n c  t  i  o n s  s o  t h a t  1 1 \ e  D  i  v i s  i o n  T e a m  a 1. 1 e  m e r . t s  t h e  M E DDAC  T e a m  .  I n 

this  situation  the  Division  Team  will  continue  to  concentrate  its 
professional  time  and  attention  primarily  on  division  personnel 
and  problems*  and  will  in  particular  continue  to  serve  for  the 
division  those  staff  < esnonsibi  1  ities  mentioned  in  ParaGraph  8(a) 
3 r i d  e n u m e r  a t e d  i  n  p a r  a < ,  r  a p h  6(c)  abov e .  T h e  D  i  v  i  <r  i  o n  T e &  m  w  :i  1 1 
maintain  its  orti  an  mat  i  onal  intearity  and  must  be  prepared  to  move 
in  whole  or  in  part  with  the  division  or  its  elements  on  trairnne 
o  r  o  t  ki  e  r  m  i  s  s  Lor.  s  . 

e.  The  active*  onsoinc  pr omul Gat ion  and  operation  of  the  division 
mental  heal  th  pror.ram  is  not  only  a  cent  i  •  huig  daily  necessity  in 
terms  of  staff  responsibility  and  casualty  hand! ins*  but  is  in 
itself  essential  trainine  and  f  ami  liar  i  rat  i  on  for  the  mental 
health  team  in  preparation  for  combat,  The  division  mental  health 
p  r  o  is  r  a  m  a  n  d  t  h  e  d  ;  v  .  > ,  :i  u  r  i  t  r  a  i  n  i  n  g  p  r  o c.  *■  a  m  a  n  d  m  i  s  i  o  n  s 1 1  p  p  o »  t 
schedules  should  come  1  ement  and  suppor  I.  each  other  wherever 
post  ible . 

9 .  d i u i r> i n n  p s ych  r  a t r  :  m 

a.  The  Division  E’swi  h:  lat  r  i  st  is  assiened  tr  the  division  med  i  <  al 
battalion  and  in  add  it i on  ,  ,  or.  the  staff  of  the  Division  Sure eon . 
He  has  Primary  staff  v  matins  tbi 1  its  for  medi t  a  I  su*  er v i s ;on  of  Liu* 
division  mental  health  ,-t  ns  ram*  »•  sn  in  .  •  can  of  the  do.  i  s  ;  on* 
arid  psychiatric  coi  isnl  tat  i  on  .  lie  ;  <■  in  i : .  lerme-ii  .•  ■  ■■>  U-,  hn  i  r  <•  ! 
r  e  1  a 1 1  o n l:  h  i  p  b e  si o e n  I. ! i e  d  :i  vis  i  i , i .  n. o ; .  I. . <  ;  h o alt  h  l  earn  a n  i  ti  n 
resi  onal »  medical  com  arid*  or  DA  psech  l  atr  i  c  ion<>‘lt  1  .  .  Whet  her 
the  division  is  in  i.ai  r  j  sou*  in  field  1 1  a  i  r.  i  ns  *  or  pr.f,ri.Kl  in 
combat  *  the  prohl  ems,  encountered  rninju-  t  he  s.  me  has  i  <: 
professional  concei  l.s  and  •  •  I  a  f  f  f  nr.i  tio'  noted  io  Sn  I  i  c .  n  I 
above . 

b.  The  Div  ision  E'syoh i  a l  i  ist,  will: 
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(1)  Carry  out  all  applicable  staff  resfonsiL.i  lit.  it 
enumerated  in  ParaGraph  6  (c). 

(2)  Serve  as  professional  staff  consultant  I oi  t 
division  medical  services  on  psychiatric  matters. 

(3)  Participate  directly  in  patient  care  and  assume 
resonsibi lity  for  the  medical  supervision  of  those  car  ins  for 
psychiatric  patients. 

10.  DIVISION  SOCIAL  WORK  OFFICER ? 

a.  The  Division  Social  Work  Officer  is  assiened  to  the  division 
medical  battalion  and  in  addition  is  on  the  staff  of  the  Division 
Surgeon  as  the  social  work  consultant  to  the  division, 
b.  The  Division  Social  Work  Officer  will? 

<  .1  >  Carry  out  the  applicable  staff  resposibi]  1 1  j  es 
enumerated  in  ParaGraph  6  <c). 

(2)  With  the  Division  F'sycholosist  supervise  the  technical 
tr  ainiriG  and  work  of  the  enlisted  specialists  in  the  mental  health 
team . 

(3)  Perform  liaison  and  staff  advisory  duties  as  necessary 
for  the  pr omul g at ion  and  implementation  of  the  division  mental 
health  prosraiti. 

M)  Provide  social  systems  assessment  of  the  mental  health 
of  the  division. 

<5>  Provide  counsel  1 i no  and  rehabilitation  services  in 
accordance  with  professional  trainino  and  expertise. 

<6>  Maintain  technical  communications  with  consultants  at 
all  levels. 

11.  DIVISION  psychologist: 

a.  The  Division  Psychologist  is  assiened  to  the  division  medical 
battalion  and  in  addition  is  on  the  staff  of  the  Division  Sure. eon 
as  the  psychology  consultant  to  the  d i v i s i o n . 

b.  The  Division  Psychologist  will? 

< 1 )  Carry  out  all  applicable  staff  responsib i : i ties 
enumerated  in  ParaGraph  6  (c). 

<2)  Actively  participate  in  command  consultation  w:i  thi  n 
the  division. 

(3)  Participate  directly  in  patient  care  and  the?  in  iimi  r 
supervision  and  training  of  those  enlisted  specialists  er.oasec  >  u 


providing  p 

s y c h o 1 o g i c a 1  a s s essme n t  s e r v i c e s  in 

the 

ment a  .1 

heal  1  . 

team 

* 

( H ) 

Conduct  behavioral  science  research 

i  n  < 

support  t 

t  f 

d  i  v  i 

si on  mental  health  pros ram. 

(5) 

Provide  psycholots ical  assessment  as 

i  n  d : 

i.  c  a  t  e  d  . 

(6) 

Main  t  a  i  n  t  e  c  ti  n  i  c  a  1  c  o  ni  m  u  n  i  c  a  t  i  o  n  s 

w  i  t  h 

consul  t. 

nio  at 

all 

1 eve 1 s . 

c . 

Typical 

command  consultation  duties  may 

include  but  <• 

<re  not 

limited  to? 

(1)  Consultation  on  the  prevention  and  manaGeivu  1 1 1 2 3 * 5  .  f 

combat  stress. 

(2)  Trainine  of  personnel  in  nethaos  of  desi.im.  wMI 
combat  stress. 

(3)  Participation  in  unit  and  individual  preparation  the 
combat  operations. 

( I )  Assistance  in  officer  and  NCG  leadership  training, 

(5)  Assistance  in  SSI  reclassification  and  in  eersoiim 
mariaement  recommendations. 

( d )  Provision  of  liaison  and  coii5.ijH3t.ioii  to  divisioi 
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(1)  Carrs  out  all  applicable  staff  reseonsi!  1  1 1 
enumerated  in  ParaGraph  6  <e). 

<2)  Serve  as  professional  staff  r  or.su  1 1  ,n  t.  i  ><i  I 
division  medical  services  on  psychiatric  matters. 

(3)  I'ar  ticipate  directly  in  patient  care  an  :1  mu 

resonsibi  1  i  ty  for  the  medical  supervision  of  those  <  a  n  !<,, 
psychiatric  patients. 

10.  DIVISION  SOCIAL  WORK  OFFICER  J 

a.  The  Division  Social  Work  Officer  is  assigned  to  the  <j  ,i  v  i  ,  c  n  ■ 
medical  battalion  and  in  addition  is  on  the  staff  of  the  Division 
Surgeon  as  the  social  work  consultant  to  the  division, 

b.  The  Division  Soria.!  Work  Officer  will! 

( .1 )  Carry  out  the  applicable  staff  resrosibi  iUiU, 
enumerated  in  ParaGraph  6  <c). 

(2)  With  the  Division  Psycholos ist  supervise  the  technic, 
trainino  and  work,  of  the  enlisted  specialists  in  the  mental  health 
team . 

(3)  Perform  liaison  and  staff  advisory  duties  as  necessary 
for  the  Promulgation  and  implementation  of  the  division  mental 
health  program. 

(4)  Provide  social  systems  assessment  of  the  mental  heal  lb 
of  the  division. 

<5>  Provide  counsel  1  ins  and  rehabilitation  service*  u 
accordance  with  professional  training  and  expertise. 

<6)  Maintain  technical  communications  with  consultants  at 
all  levels. 

11.  DIVISION  PSYCHOLOGIST*. 

a.  The  Division  Psychologist  is  assigned  to  the  division  n-ec.j  c.<  \ 
battalion  and  in  addition  is  on  the  staff  of  the  Division  Guruc-on 
as  the  psycho Iogvi  consultant  to  the  division. 

b.  The  Division  Psychologist  will! 

( :!  )  Carry  out  all  applicable  staf  f  respons  i  h  i  1  1 1  it- 
enumerated  in  paragraph  6  (c). 

<2>  Actively  participate  in  command  consu  l  t  at  :iui  i  ..:il!nn 
the  division. 

(3)  Participate  directly  in  patient  care  and  the  tt  <  1 1  n  ' 

supervision  and  training  of  those  enlistee  specialists  er.oasec  n 
providing  psychological  assessment  services  in  the  mental  he  si  t,-. 

team . 

( *1 )  Conduct  behavioral  science  research  in  sni-por  I.  u :  t  ho 
d i v i s ion  m e n t a 1  h e a  1 1 h  p r  os  r  am ♦ 

( 5 )  P r  o v  i  de  p s w c h o  1  o c  i  cal  asses s m e n t  a s  ind  :i  c a t e d  ♦ 

(A)  Maintain  technical  comm  uni  cations  with  consul  trn  Ls  at 
all  levels. 

c.  Typical  command  consultation  duties  may  include  but  are  not 
limited  to* 

( 1 )  Consultation  on  the  prevention  and  manaeemeir'  et" 
c  o  m  b a  t  s t r ess. 

(2)  Training  of  personnel  in  methods  of  deai.irm  mill 
combat  stress. 

<  3  )  Particip a t  i  o n  i n  u nit  an d  i n d i  v  i  d u a  1.  p reparsLion  l  ev 
c o m b a t  o p erstion s . 

( I )  Assistance  in  officer  and  NCO  leadership  trsininr,  , 
i  5 )  A s s i s i a n c e  in  SSI  reclassifi c a 1 1 o n  a n d  i  n  p e r  >■  one. 
m  a  r  i  a  a  m  e  n  t,  reco  m  m  e  n  datums. 

(A)  Provision  of  liaison  and  consultation  to  division 
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og  an  l  .•  ,i  t  j  oi  i.->  1  effect  ivenesi!  proGrams. 

12.  TEAM  O'*,  M L)  1  .  A .  DETACHMENT,  PSYCHIATRIC*. 

a.  The  Ipdn  CM  ip  <-*  de>  ioyable  T  0  &  E  unit  staffed  arid  or  bam  red 
to  f  i  ifict  i  oi  i  as  a  coniF-Jtle  nenroesyehiatric  treatment  center  :m  ,< 
t healer  of  user at j ont .  It  is  desisned  to  be  attached  to  an 
evarratiwi  hospital  or  other  medical  unit  for  loeistical  support. 

b.  The  team  OH  will  operate  in  consonance  with  the  concepts  and 
resMcisihi  1 1 ties  described  in  Section  I  of  this  regulation. 

c.  Tlit"  team  GM  may  operate  as  a  sinsle  larse  neuropsychiatr  i  e 
trea  l  went  center  or  may  be  apportioned  into  a  25  ben 
neur < ir sat  h i atr i e  ward  service  with  as  many  as  three  separate 
mental  health  consultation  teams  OPeratinc-.  at  satellite  locations. 
Staf  f' i  in.,  is  similar  to  that  described  in  ParaGraph  8  thoueh 
ouanl i ta lively  ausmented  and  with  the  addition  of  psychiatric 
nursiiiG  end  occupational  therapy  personnel  to  meet  the  expanded 
second  echelon  treatment  mission. 

d.  The  Team  GM  will  operate  in  direct  support  of  the  combat 
situation,  and  will  receive,  treat,  and  make  disposition  on  all 
neur opsyr'hi atr ic  casualties  not  handled  successfully  in  divisions 
or  other  forward  units. 

e.  The  Team  GM  will  operate  a  preventive  and  therapeutic  mental 
health  prooram  in  the  base  areas  in  which  it  is  located.  It  will 
provide  forensic  services  to  the  theater  confinement  facility  if 
s  u  c h  i s  e s t a b 1 i shed. 

f.  The  team  GM  will  usually  serve  as  the  second  echelon  evaluation 
center  in  the  specified  hierarchy  for  out- of  --theater  evacuations. 
Ever  vi  effort  will  be  made  at  all  levels  to  minimise 
neuroesyt h i atr ic  morbidity  and  psychosocial  dysfunction  and  to 
r e 1 1 1 r n  m i  l  i t a r w  m e tii b e r s  t o  d u t y  in  o r d e r  t o  m a :i  m 1 2 e  t h e  u s e  o f 
manpower  and  avoid  on pp line,  individual  failures. 

g.  Neur opsychi at r 1 c  medical  evacuations  from  theater  should  be 
limited  no  far  as  possible  to  persons  with  persistent  psychosis  or 
other  clearly  disabl i kg  neur opsychi atr ic  illness.  Where 
persistent  disability  is  apparent,  prompt  evacuation  is  indicated 
rather  than  pro loused  retention  and  treatment. 

13.  HOSPITAL  PSYCHIATRY  f  AGILITIES,  THEATER  OF  OPERA  TION'i  l 
pc-yrniatrie  services  or  sections  in  hospital  facilities  m  a 
theater  of  operations  will  provide,  within  the  limits  of  their 
capabilities,  mental  health  services  to  their  patients  and  staff 
and  to  adjacent  base  areas  in  consonance  with  the  concepts  and 
responsibilities  described  in  Section  T  and  ParaGraph  12  of  this 
r  eo  1 1 ! a i ion. 

H.  MAJ<K  MFD  If  A:.  COMMAND  (MEDCOM)  CONSULTANT,  PSYCHIATRY  5 

a.  The  Mf. DCOM  consul  tant  in  Psychiatry  is  assigned  to  the  staff  of 
the  MR  DCOM  Commander  in  a  theatre  of  operations. 

b.  the  Ml  !)(  DM  psychiatrist  will; 

il)  Act  as  staff  consultant  m  psychiatry*  neuroloisy *  and 
mental  health  to  the  MEDCOM  Commander,  dischare inG  the 
responsibilities  enumerated  i r  1  ParaGraph  A  (c). 

(2)  Cased  on  DA  policy,  formulate  for  the  Commander  all 
policies.  directives,  and  procedures  for  the  mental  health 
pro&ram. 

(3)  Within  policies  prescribed  by  the  MEDCOM  Commander 
provide  medical  supervision  for  all  psychiatry,  neur o I osy »  and 
mental  health  facilities  and  activities  in  the  MEDCOM  area. 
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(  4  )  F'r  ovide  st-enf  ic  consi'l  tat  i  on  nn  r  evalu,,i  i 
certain  (.  on.f-1  icatfo  and  m-ec  i  3l  psychi  a  l;  y  ai  1  in  : 
i  ii<'  1 '  id  i  i  i'-.  tliiM.1  itoh'spiI  for  evacuation, 

15.  RFC,  Z  r-NAl  CONGO!  TAN7  ,  f  T  YCHIATRY  *. 

a.  The  »  pr,  i  ona  I  eunsu  I  t.ant  m  psychiatry  js  1 1, ;  •  t. 

of  I.  he  ret.  ional  ho*  pi  Lai  commc.r  ider  ,  lie  wi!  u,  ■  n  i 


1 1  a  i  ion  and  cooppt  at  i  or.  with  other  prof  es-  loin-i  <  i  .  r  .  i  •  I  t, .  - . 

levels  within  tire  \  esion  and  with  MFDLQM  or  UA  c  < ,  t .  *  ■  ■  ,  <  i 

problems  of  mutual  professional  interest. 

5.  Functions;  The  rer,  lonal  consultant  in  psyc  h  i  a  i  r  ■■  wi  :  .  : 

ill  Art  as  staff  consultant  in  psscL  i  e  i.  r  w  <■<<•  ,n 

health  to  the  rei,  .tonal  commander  *  dischar  s  i  nr.  the  i  eseoi .  .  f.  i 
enumerated  in  ParaGraph  &  (e). 

(?)  Flayed  or.  DA  and  ML DOOM  polico  f  cm  mul  a •  f  o 


r  er,  ional  commander  all  res ional  polic.es.  direct  i  .  •  . 

procedures  For  the  ret.  ional  mental  health  pros  ram. 

(3)  Provide  medical  supervision,  maintain  1 i a i so;  >  .. 
inspections  and  tr  amine »  and  take  such  actions  For  the  res 

commander  as  are  necessary  to  insure  that  policies  pert.  . . 

the  Army  Mental  Health  Pros  ram  are  followed. 

(4)  Insure  that  hieh  standards  of  n  ofess  ,  •  I  r  , 

maintained  by  the  mental  health  teams  at,  all  medw  a!  i 

facilities,  and  i  n  al  l  situations  where  met . a  !  t,c..'lfh  r.u. 

eswchiatr  i  c  and  neurolociic  services  are  offered. 

(5)  Recommend  to  the  rec-.ior.sl  command!  i  wi  l  f.  h.- 

other  appropriate  professional  consu !  tant.  s .  I  •••e  a 

utilisation,  and  reass  i  Gnment  of  all  Arms  ir.ent  a1  heu-P, 
per  so  fine  l  . 

(6)  Make  recommendations  to  the  >  ci,  i  .  ml  omir 

reear  dins  the  location  and  desi  en  of  meu  i  c  a  i  i  i  !  .  In- 
provide  optimum  implementation  of  the  mental  health  .  .  c 

optimum  psychiatric  and  neuroloe  :i  c  care,  *  id  up;  in . se  .3  n. 

health  and  neuroloey  professional  personnel  . 

(7 )  I n i t i a t  e .  o r e a n i z. e .  c  o  a t  d i  n  a  I  ■  f-  «  iu  -  . 
indicated  research  for  the  ree ional  commander  on  .  i  »  .  •  •  •  •■• 
m  i  1  i  t a r  y  m e n t a  1  heal  t h  and  neurol  o ci  y  . 

(8)  Review  boards.  courts-iriir  1  i.ii1-.  ...  i. , 

proceed!  nos  involving  psychiatric;  and  neuro  i  cm-.ii  a. I  mil  .  cm 
referred  to  the  reeiona]  commander, 

(9)  Survey  and  monitor  items  of  eoi .  i  p  men  l 

necessary  to  the  oper  at  ion  of  mental  heal  th  mn.i  ,-ni 
provision  of  a  hicih  standard  of  eyychi  at  r  i  r  and  curt  : 
and  make  appropriate  r  ecommendat  ions  lc.  the  i  i-i,  ini.n  I  ..in-  n  r 

16.  MA  J  0  R  M  E  D I C  A  L  COMMAND  <MF  0  COM)  C  0  NSUI.  7  (■>  NT  .  C  u ; ;  .  A :  d .  : 

a.  The  MF.DCOM  consul  l  ant  in  social  work  is  ...  e. 

of  the  MFDCOM  Commander  in  a  theater  of  imw  al.  i  or.  - 

b.  The  MFDCOM  consul  tarit  in  social  word  will: 

<  1  )  Ac  t  as  staff  consul  taut  in  sou  .  i  wu?  :  Ip 

Commander,  d;i  schar  c.  i  ne  the  respoi  is  i  h  i  1  i  t  ie:-  . ,  ■  <  «■ » ■  r  t  t- . .  .u 

6(c)  . 

(?)  Within  the  policies  pr  escr  i  bed  h><  l  hr  n 

Commander.  provide  social  work  consul  tat,  on  f  o»  all  mi  ,.l 
f  a c  PI  1 1  i  e i  n  t h e  M F D COM  a r  e a  . 

17.  REGIONAL  CONSULTANT,  SOCIAL  WORK: 

a.  The  res ional  consultant  in  social  work  is  ape c  i . ,  t .  . . 
staFF  of  the  regional  hospital  comma)  ider  .  II.  m!  :  m,.  1 1 . '  n 
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lirfi  >on  and  L’liordiiidlioii  with  other  nr  of  e<-.  s  i  ona  1  const  •  1  t  c<i  its  <■*  i, 
all  levels  within  the  rpGion  arid  MEDf'.OM  on  issue's  nf  midnal 
professional  interest  . 

h.  1  uni  I  lonsj  The  reiiiniidl  consultant  :i  ri  social  wot  k  will  ! 

(1  •.  Ac  t  as  staff  consultant  in  social  work  and  mental 
heal  Hi  in  the  lesiinal  hospital  commander *  disehar  u  mo  the 
r  e  s  e  u  1 1  s  i  h  i  1  i  t  j  es  ei  c  mie  *  ,  <  1  c  ->  •  I  i.  r  ■  para  <R  (  c  )  • 

(?)  leased  in.  DA  policy  arid  m  close  cot  isu  l  ta  i,  i  on  wii.ii 
other  professional  i  u;  isnl  Louts  >  formulate  for  the  reG  iona.I. 
commander  nil  ic  ie-  i  d  i  recti  ves*  and  procedures  in  tlie  field  of 
soc  i.l  wi  r  !■  . 

(T>  Provide^  technical  supervision  for  the  delivery  and 
1  it  i  1  i o  I  uni  of  soi  i  a  I  ss  stems  assessment  and  P'ssohosocial. 
ad.)'  is  tmei  1 1  set  v:i(  es. 

i  'll  Reei'iiimenu  I  n  the  ree  iorial  commarider  with  the  advice  of 
other  aperopr  tale  professional  consul tants *  the  assienment * 
f  u r  I  tier  t  r  i  n  j  no  •  p ruf  e s  i  o 1 1 a  1  i •  r  e den  1. i  a  !.  .1  i  no  >  u f  x  1.  i  z a t i o n  *  a n d 
resu.j  a.  uiieii  t  of  a!  1  sot  ial  work  off  urn  s  withm  the  res  ion  ♦ 

Tn  rii  I  1  ,-Kioi  at  iciri  with  otoer  res  i  ona  1  consultants* 
in  it  i  ate*  ;.>r  sun  i  *  <  oor  ornate  and  supervise  research  on  problems 
invo !  v  mi-:  the  the  aperopr  i  ate  application  of  social  work 

pr  Inc  I  pies. 

<  h )  Curve  >  and  monitoi'  items  nf  et«u  ipment  and  supply  for 
the  ilel  i  veia  of  social  wort  services. 

IB.  M  A  J  f  j  R  Mf  DT  r  A !  ( :  0  M  M  AND  <  M  f  h  ('  0  M  >  C  0  NSU  i... A  N  T  ,  P  S  Y  C  H  0 1...  0  G  Y  t 

a.  I  he  Ml  DCOM  <  oi  .snl  t.,«n  t  j  r .  psycho  1  or.  y  is  appointed  to  the  staff 

of  the  MfT'GDM  t'  i » in  in  under  in  a  thea  ter  of  oeer  a  t  ions  . 
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AT  'hi- 21  A 

SECTION  ITT 

Mental  Health  Program  i  ri  Garrison*  Supoi  tr  end  It  amins  Urni- 

20*  GENERAL <  Staff  menta  1  health  personnel  in  ear  i  isoin  sue pci  t 
and  train  x  ns  miu  Is  will  funtion  in  act  ::<i  d  with  the  concepts  ai  ,d 
resKii isii.i  \  1  it  i  es  in  Section  T  of  this  regulation. 

21.  POST  MENTAL  HEALTH  ACTIVITY  t 

a.  General  {  A  Community  Mental  Health  Activity  (CMHA)  will  he 
establ  ished  as  a  separate  function  at  each  post  supported  n<  <* 
MEDD  AC.  The  primary  functions  of  this  instal  1  atici ,  mentoi  Liea.  t  n 
activity  are  to  establish  preventive  pros  rams  to  promo  '.e  mental 
heal  tii  in  the  military  community*  and  to  provide  evaluation*  car  e  * 
and  treatment  services  to  active  duty  personnel . 

b.  Whenever  possible*  the  Community  Mental  Health  Activity  will  be 
established  apar  t  from  the  hospital  facilities.  The  consultation* 
evaluation*  crisis  intervention*  and  referral  services  t  u‘  it j  on 
most  effectively  in  proximity  to  the  military  community  ben,':, 
served  rather  than  the  hospital. 

e.  The  CMHA  will  function  in  accord  with  the  concepts  and 
responsibilities  enumerated  in  Section  I  of  this  reGulation. 

d.  The  C*  CMHA  w i 1  I  coordinate  activity  efforts  with  the 
appropriate  services  and  departments  of  the  Medical  Treatment 
Facility  to  include  but  not  limited  to  the  departments  of 
psychiatry  and  neuroloGa*  nursinc.*  arid  the  occupational.  therapy* 
psychology*  and  social  work  services . 
e  .  The  C  *  CMHA  w:i  1 1  5 

< 1 )  Carry  out  the  Professional  and  staff  responsibilities 
in  p.»r  a  6  ( e )  . 

<2>  Take  part  in  command  consultation  and  mental  be,:  ,  in 
e d u c a 1 1 o n  p r  o c, r  <•> m s  iri  the  military  comm u n  1 1 y  . 

(D)  Provide  crisis  intervention  services  for  dl  arrive 
duty  personnel  on  post*  and  for  dependents/f am..  1  ies  as  resom  o-s 
are  available. 

( H)  Evaluate  referrals  from  all  sources  :i  no  1  u, )  ; ,  U1 

se  1  f  ~r  ef  r  als. 

<5 )  Supervise  the  mental  health  services  to  the  stockade . 

(6)  Encour  ac,e  research  in  preventive  mental  heal  tii  and 
h  e h a v iora 1  s c i e n c e . 

(7)  Recommend  reassienment  or  chance  of  Special ty  Ski j Is 
T  d  e  n  t  i  f  i  e  r  s  (  S  S I )  :i  n  a  p  p  r  o  p  r  i  a  t  e  c  a  s  e  s  . 

(  0 )  F<  e  c  o  m  m  e  n  d  s  e  p  a  r  a  1 1  o  n  f  r  o  m  s  e  r  v  i  c  e  o  f  i  n  d  :i.  v  i  d  u  a  ii  s  w  ho 
cannot  function  adequately  because  of  mental  or  emot  :i  m  i>- i 
f  a  t  o  i  s  . 

(V)  Evaluate  statistical  data  ref lectins  types  and  rates 
of  nor  i  e  f  f  ect:i  venesn  associated  with  Psychosocial  disorders*  and 
estimate  the  effects  of  CMHA  methods  in  their  management  ai  id 
cor r er t i on . 

(10)  Maintain  liaison*  coor  dinat  :i  on  *  and  eonsui  tat  r  on  w  ,  In 
other  in-,  I,  non -  AML. 1)1)  human  ser  vices  activities. 

f .  T  i  me  'pent,  with  other  than  activie  duty  personnel  wi  1  1  be  on  a 
fan!  its  and  par  so,  ,i  ,e  I  aval  1  abi  1  i  t,y  basis*  arid  wil  !  not  be  * . ,  r 
excessive-  as  to  impair  the  primary  mission. 

Nevertheless*  it  is  r  ecoiin  i  ::ed  that  the  functioning  of  lire 
mi  liter  i  person  may  he  dependent,  on  and  interwoven  with  that  of 
the  family*  arid*  therefore*  every  effort  will  he  marie  to  provide 
as  bread  r an<r.e  of  services  to  the  total  Army  community  as 
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possible  .  I  iaisoii  and  coordination  will  ho  e  '  Tor  l.  r  ■  ■  1  with  > 
services  and  atprii.  .ies  hand!  i  n<.i  the  ovei  i  1  ow  * !  re  lee  ,  . ,  i  ■ .  i  > 
Army  <  uiiuii'  s  ■  i  Ly  in  order  to  provide  as  rums  i  <•  •„.  •  ..mi  oil. 
network  of  mental  health  services  as  r  iissj.  r  :  e  . 
a  *  When  a  \.  oiiihsf  o  1  v  i  s  t r  . .  i  a  oari  isoned  on  a  no  s  L  c>  s  1  . 1 .  i  . 
a  common:!.!.:'  mental  heal  th  activity  has  been  os  tab  i  ■  he.i 
local  MtTDDAC  the  rel  ati  onship  be  tween  the  division  men  !  •  ; 
activ  its  and  the  MLDDAC  mental  heal  th  act.iv.il  .  ■-■  w  i  1  i 
described  in  paragraph  8d .  Close  liaison*  coordi net \ 
c  o o p e r  a  t  i o n  w i  1 h  r e a << r  d  t o  > - e r  s o nnel  a n d  f  a .  i 1 t  i  e a  w  i  1  1 
the  l,r  aininti  experience  and  f unction ins  of  both  wn  ts  and 
servic es  to  the  Army  comm units* 

?  2  .  M :  N  T  A  I. .  II E  A !..  I H  AC  T I  v1 1 T  Y  *  lj  S  D  G  l 

a.  Tins  activity  will*  throush  its  assicned  merits  1  hea]  th 
function  to  advise  and  assist  the  commandant  resard  me  prod 
mental  health  and  morale  within  the  USDS  commit i ty  by  exer 
where  and  as  practical  the  staff  reyponsib  1 1  it.i  <•■>•  des*.  r 
r  a  r  a  1  . 1  a  p  I  :  r>  (  c  )  * 

b  •  Iii  coi'iso:  is  n  c  e  w  i  t  h  p  a  r  a  e>  !  b  *  A  K 1 9 1.  3  /  it  i... 

( 1 )  Advise  the  Commandant  on  ma •  ■>..«•  f  •'  >~c  me 
heal  tii  and  morale  of  pi  is  oners*  and  recommend  ....-•  •  -  s  -  c  * -*  -  f  , 
with  i-  r  ob  1  eiii  P'  r  i  s  oners  w  I  ie  r  ■*  rou  line  di  s  i  .  i  ii  •  :  t  v 

iiit-asur e s  ar  e  i  nef  f  &  •  t  i  ve  . 

4  i  Eva  i.  1. 1 a  te  .inri  mat  e  i  e*...:  ommenneY  i  .  ■  i  ■.  i.;  er  .  v ■  .'-t  >*o* 

L  r  a  i  n  i.  no  a  n  d  i.iuidanee  *  scyriomii  i.  *  a  i  n  i  .  **:  rr>  ■  sy  pti;,..  •: 

C1  i  eiiiOi  ic '•:»  *  p  a  r  o  .1  e  *  anil  other  matte*  e.o  t  lie  . 

and  dispos  i  iion  o  f  p  r  i.s oners  * 

(3)  P r  o v .l d e  research  and!  c  vd  t* *<>  i  { '  i  ,  *:•?•  : .  :  .  i.. '"i ■  ■ 

of  prisoners  deviant  behavior  and  on  re--  i.  .  ■!  *■  .  -.e.  ones  *<■■■ 

conduct  si. ids  spec:  i al  research  as  is  ten  :  •.:• ,i  l  .  <■' , 

(4)  Maintain  statistical  recoi 4-  ■  S .  .  r  >  r  d i 

and  pertinent  env  i.  ronmeri  tal  var  iab.i  o  •.•  •.  >  r .  *  i , 

leader  ship «  and  mcr  a  1  e  factor  •>  i.o<  '*■■.,•  •  <  t -f  c  ;r '  . 

ass.i  tinmen  I.  actions  *  Attention  w  *  1  h.  :  .  i-  •  i .  :.o  y.- 

aptitudes*  be  1. 1  e  f  s  *  riic;  i  vsi  i.on*  .  ;  i  ■  1  :  .  !  .....  . 

(  vi  *  b  e  v  e  v.  c  y  .  .  i .  i v*  t*  r  v  1  s  >■..■  . t  *  ■■■■  .  .  ■ .  ■  ' .  ■ 

co  r  r  e  c' 1.  i.  o 'isl.  coijiiir  I  i  ...  ns  .  ,  . i  .  s  I.  o  *  .  .  . ,  .,...  i  ,s  ... 

>■  sycho  the  i  ay-s  an!  ect  a  t  j  on  *  r  ec.i  <  ■■■  ■  *  in.!  .  .  ,  n. , 

r  prnnri  ,i  1 1.  oi'i  i  ns  tic*  r  ..  r  . .  ■  - 1  .1.1*1  1  .  ,  -.  ■:  *  i  *  .....  .-  *  ,  .  .  ■  ....  .* 

I  I:  i  I"’  h  1  ,1 A  * 

(6  )  Cnni.iu.'.  i  I.t'adi  1  ...  end  s  ;  .- ■- .  •  1  •  .1 

p r e v e  1 1 !.  1  vr*  ii*ei‘*ta  !.  lie  1  ;  to  1  or  a  !.  |  .  .. <  1  *  .  ... .. .  .  •  .  ..  ■■ 

(/)  h  ••  i  1  1  I,  (1  II.  I.  j  Ov:(->  ;  i  *>  .  '  *.  .  I  :  1  1  1 .  . 

c  1  a  s  s  .1  M*  a  1  .on*  !.  r  y.  1  . .  1  *  ir*  an*,  ci  1  .  i. . .  .'i  ■■■  . 

*' <1 '■  Emvibe  c  ,ir.i,.  *'i  te  t  1  .a  •  -  •  .  • 

*  1 1.  S  y.  *.)  s  1  ! .  t.  v  in  *  <:■!'■*.  .it  . .  .  >■  i  t...-  . . .  .  ■  1 

1  nd  i  v  iiin.  !  y  1  1  sonet  •  *  n.  .*  .  .  1  >  i-'.i,  h* • .  *  * .  -  .■■■  '  l  !  ... 
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2B.  uRIANT/Ai  hlh : 
a  •  A  .1  e  >-■ f  tine:  it  o  i 
esto/j  l  shed  ,  n 
r  ep  r  e sen ted  ♦ 
h.  A  Department 
wherever  f  r  set  i  e  a  1 


i  Y-,i  i  .1  dtry  or  F  b-ichuatry  arid  Nenroiociv  w  i  I  I  ;  y 
t><>i  h  hospi  tal  where  those  rroft-ssioir,  <:)t  y 


ol  l  sat  iuatry 
i  rito  a  seneral 


and  Neuroj  luri  w:i  ,1  .1 
rsychiiiti  a  or  v  ice* 


he  divider, 
a  i  ie i.i i  o  t  oi.  ■  i 


service*  a  cl  irurs1.  psychology  service*  a  1  j  a  i  sort'  consul  tat  ion 
service*  and  a  chi  ’d  (,u  j  dance  service.  C/roani  .•:<  tion  of  services 
and  wi  thin  each  service  and  section  will  depend  on  staff  1 1  *  the 

local  niiss ion*  and  the  nature  and  volume  of  wort  . 


?'*.  noiNravpTs: 

a.  The  concepts  in  ear  seraph  ^  are  basic  to  all  psychiatry  and 
menial  health  activities  within  the  Arms . 

b.  The  concept  and  spirit  of  the  mental  health  team  defined  .in 
ParaGraph  5  will  he  adhered  to  by  policy  within  the  Department  of 
Psychiatry  and  Neurol oes  and  by  coordination  with  the  Psychiatric 
Mucyiiih  Section*  Social  Work  and  Occupational  Iherary  Services  in 
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the  ava  i  1  ab  i 1  i  Lw  ol  facilities  and  staff  .  Non-active  dnt 
per  ‘.i  ii  Hit- 1  will  si  far  i  a  sUtment  of  inf  ormed  consent  far  admis's  ,<.ui  > 
to  i-  .-i'lu.itry  j  n.-al  i  Hit  facilities  pr  ioi  to  be  1 1  «g  a  rim  «. t  ted .  If 
thei  i-  i  s  one',t  io:  i  of  mental  competency  *  the  statement  will  be 
witnc'i'iM!  bs  n«».:t  of  t  in  or  other  legally  constituted  author  i  ty . 
fa.  Pi  ;  sorters *  unit;  .♦»  e'-.ychotic»  will  not  be  housed  on  psschia  tt  a 
wards  with  psach  i  a  l.  r  i  c  patients.  In  no  instance  are  Guards  on  a 
psychiatry  ward  to  be  aimed. 

2?.  FUNCTIONS : 

a .  R  t. , .  r  f : 

(1)  Hie  Chief.  Department  of  Psychiatry  ana  Neurolosy  will 
lead  the  hospital  mental  health  team  in  ■  ulf  a 1 1 ine  those  staff 
r  espnrisibi  1  iti  e«.  ParaGraph  6  (c)  which  are  applicable.  Special 
attention  will  he  wiven  to  maintain  me  liaison  with  both  medi  c«s 
and  line  staff*,  within  the  catchment  area  of  the  hospital  as  well 
<3  s  t  i  i  e  h  o  s  p  i  t  a  1  j  t  s  e  I  f  . 

(?)  The  Chief  will  insure  that  criteria  are  developed  To ~ 
the  <>r  ant  ins  of  individual  clinical  priviler.es  i.n  Psychiatry  * 
Neui  tiloc.’i »  and  allied  mental  health  professions  in  harmony  with 
AR4  0  TOO. 

!:. .  Prof  essi  onal 

(2)  The  Department  of  Psychiatry  and  Neur oloey  wi.  11* 
consonari t  with  the  credentials  and  clinical  privileges  of  tern 
aval 1  a b 1 e  p r o f e s s i o nal  a n d  allied  person n e 1 ; 

<a>  Furnish  the  hiehest  possible  standard  of  treatment 
all  patients  ass i one d  or  referred. 

<h)  Insure  that  an  education  and  trainiriG  pros  ram  a:i;v- 
for  all  members  of  the  mental  health  staff. 


( c  > 

Con  due;  t 

and  document  and 

education 

a  n  d 

i  r  a  \  \ .  i 

pr  oci 

i  am  for 

the  ass  i n 

n  e d  m e  d i c  a 1  staff. 

( d ) 

Per  f  or  m 

research  and  report 

on  siGm 

f  i  r  £i  n  t 

C'  I  1  !"l  l  <: 

fi  ntf 

:l  I  i  (ii  ♦ 

Ui> 

Provide 

1  i  a  i  s  o  n  /  e  o  n  s  u  1 1  a  t  i  o  n 

s  e  r  v  :i.  o  e  s 

to  the 

I’lO  i:>  p  :»  l 

ni  e  d  i  v  a  1  s  t  a  f  f . 

(f )  Maintain  dine  a!  records  in  accord  with  the  appl  i  cable 
ARs*  Good  clinical  practice  and  Jeoal*  ethical*  and  accr  edi  tat  .i  on 
s tan ilar  ds  * 

(?)  The  Psychiatry  Services  will  2 

(a)  Operate  one  or  more  inpatient  treatment  sections*  an 
outpatient  clinic*  and  a  liaison  consultation  section  as 
indicated*  will  provide  adeouate  space  for  activities*  pros rams  * 
and  modalities  offered*  will  eriGaee  in  disc-ha.  se  planning  whi.  n 
will  involve  the  patient*  patient's  family  and/or  the  patient’-:* 
unit  commander  ano  which  will  insure  continuity  of  care*  w  i.  I  '• 
provide  referral  ar  r  anc.ements  with  other  medical  and  h%v:  i  r  ! 
services  within  the  hospital  and  the  community  *  will*  so  far  »s 
possible*  insure  that  trained  nursirm  arid  .allied  mental  he  all  h 
personnel  are  assifaned  to  the  care  and  treatment  of  esycli  ietr  :i  <• 
patients  on  a  stabilized  basis »  and  will  conduct  mem.  ca i  i  as e 
evalnation  studies  in  harmony  with  A  Ft  d  0  HCO  and  standards  of  the 
Join!  Commission  on  Acs  reds tation  of  Hospitals. 

<b)  The  psychiatric  outpatient  service  medical  record  w  i  ! 
be  created  and  include  appl  icable  data  from  the  fol  lowi.ic*.  1  i  *>t  f 
each  episode*  r  esu  i  run,  in  the  provision  of  meni.il  heal  th  service-,. 
Vita.!  data  in*  1  ni !  i  no  patient  identification*  name  ano  ne;:t  of  kin 
or  other  responsible  a  sent*  i  dent  i  f  i  ca  t  j  .on  of  othei  source  n'f 
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mental  health  services*  and  dates  and  times  of  visits*  clinical 
data  including  uorkinc  diagnosis  or  patient's  clinical  problems* 
pertinent  medical  history  including  past  history*  physical 
examination  and  mental  status  reports*  consultation  reports  and 
clinical  data  from  other  providers*  clinical  notes  and  laboratory 
data*  closing  summary*  and  disposition  including  any  plan  for 
follow-up  care*  treatment  and  instructions  to  include  notation  of 
prescriptions  written*  diet  instructions  as  applicable*  and 
self -care  instructions.  When  certain  parts  of  the  patient's 
medical  record  are  stored  separately  for  reasons  of  privacy*  these 
must  be  made  part  of  the  complete  record  for  medical  evaluation 
studies.  Criteria  will  be  established  for  the  review  of  both 
outpatient  and  inpatient  records. 

<c)  The  Psychiatry  service  will  provide  consultant* 
diagnostic  and  treatment  services  to  referred  inpatients  and 
outpatients.  In  particular  the  patient's  records  will  document 
that  psychiatric  consultation  was  reouested  for  and/or  offered  to 
all  patients  seen  throughout  the  hospital  who  have  attempted 
suicide  or  have  taken  a  chemical  overdose. 

(3)  The  Neurology  service  will  operate  an  inpatient 
treatment  section*  a  neurolosy  outpatient  clinic*  an 
eleeir oencephalociraphic  laboratory*  and  other  electrodiasnostic 
p r o c e d u r e s  as  in d i c a t e d . 

<4)  The  Clinical  Psycholocy  service  will  provide  inpatient 
and  outpatient  evaluation*  treatment*  and  consultation  in  accord 
with  the  professional  education*  trainiriG*  experience*  and 
credential iriG  of  the  staff  assigned. 

<5)  If  established*  the  Child  Guidance  service  will 
provide  outpatient  evaluation  and  treatment  to  military  families 
and  dependent  children.  Professional  consultation  may  be  offered 
to  dependent  schools  and  other  ardencies  that  ^teal  with  the 
problems  of  children  in  the  Army  community. 
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Task  Group  Four 
Alcohol  and  Drug  Abuse 


COL  Harry  Holloway,  Dept  of  Psychiatry,  USUHS 
*LTC  David  Karney,  Alcohol  and  Drug  Abuse  Consultant,  OTSG 
HC  Thomas  Newell,  Dept  of  Psychiatry,  Silas  Hays  Army  Hospital. 
Fort  Ord,  CA 

LTC  George  Trick,  MEDDAC,  Ft  Huachuca,  AZ 
MAJ  Elliot  Cohen,  130th  Station  Hospital,  Heidelberg,  FRG 
MAJ  Armando  DeSaloms,  CMHA,  Ft  Riley,  KS 
CPT  ^nda  Jefferson,  ARS,  National  Naval  Medical  Center 
CPT  James  Langlois,  DMH,  USDB,  Ft  Leavenworth.  KS 
CPT  David  Penetar ,  Neurophychology  Branch,  Biomedical  Lab, 
Edgewood,  MD 

CPT  H.  D.  Rosenheim,  CMHA,  Keller  Army  Hospital,  West  Point,  NY 

CPT  Richard  Sherman,  Toxicology  Division,  AGHA,  APG ,  MD 

CPT  David  Westhuis,  CMHA,  Ft  Ben  Harrison,  IN 

SFC  Robert  Metz,  USAH,  Ft  Carson,  CO 

SFC  Darrel  Olsen,  6253rd  USAH,  Ft  Ord,  CA 

SFC  Joseph  Parker,  828th  Sta  Hosp  USAR,  Fresno,  CA 

•Group  Leader 
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Objectives  of  Task  Group  Four 
on 

Alcohol  and  Drug  Abuse 

Review  the  Army  Alcohol  and  Drug  Abuse  Prevention  and  Control  Program 
(ADAPCP)  as  it  relates  to  the  Army  Medical  Department  (AMEDD);  identify 
inadequacies  and  deficiencies  in  the  program;  and  make  recommendations  for 
program  improvement. 
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Observations  and  Recommendations  of  Task  Group  Four 

on 

Alcohol  and  Drug  Abuse 

1.  OBSERVATION.  A  broad  "grey  area"  exists  in  the  ADAPCP  where  the  Com¬ 
mand  responsibilities  for  rehabilitation  blend  into  the  AMEDD 
responsibilities  for  treatment.  In  order  to  more  precisely  define  who, 
command  or  AMEDD,  should  be  performing  which  functions.  Task  Group  Four 
divided  the  alcohol  and  drug  abuse  population  at  risk  into  four  groups  ano 
attempted  to  relate  each  group  to  functional  areas  of  responsibility  within 
the  ADAPCP. 

a.  With  regards  to  alcohol  and  drug  abuse,  the  military  population  may 
be  divided  into  four  groups. 

(1)  Non-users  -  Those  who  do  not  use  abusable  substances. 

(2)  Users  -  Those  who  use  abusable  substances  but  whose  use  and/or 
abuse  goes  undetected. 

(3)  Non-dependent  abusers  -  Those  users  identified  as  abusers  but 
who  show  no  evidence  of  psychological  or  physiological  dependence  on  abu¬ 
sable  substances. 

(M)  Dependent  abusers  -  Those  users  identified  as  abusers  who  ire 
psychologically  or  physiologically  dependent  on  one  or  more  abusabie  sul  - 


stance . 


b.  The  four  population  groups  relate  to  ADAPCP  areas  of  responsibility 
in  the  following  manner. 

(1)  Both  non-users  and  users  are  target  populations  for  Command 
education  and  prevention  programs  with  the  goals  being  to  discourage 
use/abuse  by  the  non-user;  to  influence  the  unidentified  user  to  discon¬ 
tinue  abuse  before  getting  into  difficulty;  and  to  cause  identified  abusers 
to  discontinue  abuse  as  a  requirement  for  remaining  in  the  military. 

(2)  Non-dependent  abusers  are  best  managed  in  a  Command  setting  by 
administrative  action  and  leadership  type  counseling. 

(3)  Dependent  abusers  require  treatment/rehabilitation  of  the  type 
normally  provided  by  clinical  professionals  through  a  health  care  delivers' 
system,  i.e.,  the  AMEDD. 

(4)  Detoxification,  medical  treatment  of  complications  of  substance 
abuse  and  psychiatric  care  of  those  with  other  associated  mental  disorders 
are  AMEDD  functions. 

(5)  Unidentified  abusers  are  the  target  population  for  both  Comr,  nd 
and  AMEDD  identification  efforts.  Goals  of  identification  are  to  isolate 
and  remove  from  duty  those  who  are  a  threat  to  mission  completion;  to  treat 
and  rehabilitate  those  who  are  having  difficulty  as  a  result  of  substance 
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abuse;  and  to  remove  from  military  service  those  who  fail  to  be  rehabil¬ 
itated  in  the  ADAPCP  or  who  are  found  to  be  medically  unfit  for  retention, 
in  the  military. 

(6)  The  AMEDD  is  responsible  for  the  laboratory  support  of  the  uri 
nalysis  drug  screening  program. 

(7)  The  AMEDD  is  also  responsible  for  3iomedical  Research  on  sub¬ 
stance  abuse. 

c.  AMEDD  responsibilities  to  the  ADAPCP  may  then  be  summarized  as  fol 
lows : 

(1)  Provide  consultation  to  Command  on  the  medical /clinical  aspect 
of  education,  prevention,  identification,  evaluation,  rehabilitation,  dis¬ 
position,  and  follow-up  functions  of  the  ADAPCP. 

(2)  Provide  clinical  expertise  to  perform  client  evaluations, 
assist  in  counseling  non-dependent  abuses  and  provide  clinical  in-service 
training  of  ADAPCP  personnel. 

(3)  Provide  both  residential  and  non-residential  rehabilitation  fo 
dependent  abusers;  either  in  separate  Rehabilitation  Services  or  through 
existing  Community  Mental  Health  Activities  at  AMEDD  Medical  Treatmen 

Facilities. 

(*0  Provide  medical  treatment  for  the  complications  of  substance 


abuse  and  for  concurrent  medical  or  psychiatric  problems. 

_  (5)  Provide  the  laboratory  facilities  and  personnel  necessary  to 

!  execute  the  urinalysis  drug  screening  program. 

(6)  Conduct  research  in  the  biomedical  aspects  of  Army  unique  ecu 
of  substance  abuse. 

Recommendations : 

a.  That  the  AMEDD  continue  to  be  a  major  contributor  to  the  A?,.., 
ADAPCP. 

b.  That  the  rehabilitation  aspects  of  the  program  continue  t.  n  , 
function  of  the  AMEDD  health  care  delivery  system. 

2.  Observation:  The  efficacy  of  residential  t  reatment/rehabilitatior,  of 
the  chronic  alcoholic  and  other  selected  kinds  of  chronic  substanci 

abusers  has  been  more  than  adequately  demonstrated  by  the  civilian  . di  al 

community,  other  military  services  and  the  Army  in  Europe.  The  Arm*  ..oi.lo 
realize  further  significant  dollar  and  manpower  savings  by  employm  tins, 
treatment  modality  Army  wide.  At  the  same  time,  it  would  ..ignifi,  .r.t: 
reduce  morbidity  and  mortality  caused  by  one  of  the  Army's  major  ,  ii:, 
health  problems. 

Recommendation :  That  the  Army  take  immediate  action  to  establi  I 
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Recommendation :  That  abstinence  be  a  clinical  goal  in  treating,  the  chronic 

physiologically'  addicted  alcoholic  in  the  Army  Aib'uY.P. 

7.  Observation:  While  most  alcohologi  sts  recognize  the  benefits  to  !>.- 
gained  by  referring  patients  to  Alcoholics  Anunymou.  { AA t  as  an  integral 
part  of  their  rehabilitation  program,  many  counselors,  supervisors  .and 
clinical  directors  in  the  Army  ADAPCP  elect  to  t ivat  without  utilizing,  'si 
\  a  1  liable  resource.  Tn  i  s  deprives  the  patient,  of  an  opportunity  to  becom 
part  of  this  lifetime  support  system,  lessens  the  potent,  ial  e  flee  L.i  vene.a. 
of  the  Army  program  and  increases  professional  i-.a  ource  requ  i  rement  s  by 
substituting  critically  short  clinical  resources  for  an  c.  fferfiv*.  self  il  l; 
program . 

Rccoinmemlat  ion:  that,  as  a  matter  of  ADAPCP  policy,  all  ale. -in  lie  c  !  '  - 
ents/patients  be  introduced  to  the  Alcoholics  Anonymous  (AA)  pi  ran 
through  required  at  ten.  wince  of  AA  meetings  during  the  active  phase  i  ;  I.  . 
hilitat.ion.  Paid  i  ei  pa',  ion  in  the  AA  program  should  be  r*n  ot.-  ,v.,  !■  d  a.  ..  ;  . 
of  continuing,  t:\af.Tunt  following  i  ehabi  1  i  t  at  i  on . 
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Task  Group  a :  CHAMPUS 


1.  Membership:  Chairman  -  LTC  Terry  Capon,  MC,  Chi  el'.  Psychiatry  Clinic, 
KRAMC ;  Maj  Kenneth  Cunne  i  I  ,  Clinical  Nurse  Specialist,  i.AMC;  Col  Harold  ,  . 
Plotnick,  Social  Work  See,  Rutgers  Univ;  LTC  Robert  u.  15 leek.  Child  Uuidai.c. 
Clinic,  FAMC ;  111’  Fredrick  J.  Terrell  ,  Psychologist  ,  Meat  al  Hygiene,  Ft. 

1. cav  enworth;  .‘■W  i  j  Fi’ank  II.  Rath,  Jr.,  1’sycholopy  Consultant.,  Dept  of  Psych  la' 
Heidelberg  Hospital;  Doris  Callender,  New  Directions  Svo ,  FAMC ;  Col  Frai.i.  1  i  i 
Del  Jones,  MC' ,  I1  C  N  Consultant,  Pentagon;  LTC  Jack  Mclnroy,  MS,  I'SAi. , 

Colo. 

2.  The  task  Force  on  CHAMPUS  specifically  addressed - problems 
i nvol ving: 

a.  general  slowdown  of  reimbursement  and  difficulties  in  true  adraini 
trative  national  overnight  of  1  he  fiscal  intermediaries  bv  the  CHAMPUS  org.ai 
i zation 

b.  problems  involving  the  lack  of  adequate  consumer  feedback  to  nCuAMP! 
e.  problems  involving  health  planning  for  interned  i  at  e  care  and  rc.udei 

tial  treatment 

d.  problem.-;  invoicing  t  lie  optimal  intensity  and  '  i  mnl  emcis  tn  l  i  on  of  •  !,. 

Al  'A  DUD  Peer  Review  Contract  centering  on  inadequa  •  .•  provision  expl  i<.  it  I 
worked  out  foj-  pr'otection  of  confidentiality.  Furiluer  di  ffieul  i  in-  :s,\c  ;  •  m 
latitude  of  rec-ponsibi  lilies  for  the  "second  level "  nurse  rcvietM  i  appeared 
to  in  some  instances  ei ream vent  true  formal  peer  review.  A  cumin  i some  a;  pc. 
process  modeled  after  that  of  the  Social  Security  Admini  strut  La:,  could  occ.o 
prior  to  true  formal  peer  review. 

a.  The  Task  Force  began  with  a  presentation  by  Dr.  (Wagon  on  Tuesday ,  ;’<•  Mat 
1979  of  an  overview  of  current  research  regarding  the  epidemiology  of  t.s  :.t 
illness,  incidence  rates  for  both  mental  health  and  general  medical  si:-  !  >.  i  . 
Data  from  ongoing  pro  jeets  at  NiMH  and  from  other  settings  wore  present  c!  i , 
show  the  pi'c-d  i  e  tab  i  I  i  t.y  and  feasibility  of  full  funding  for  mental  hr.ii  .  r  i  i 
health  care  sy.: terns.  The  "offset  hypothesis",  name  ly  t  liat  funding  for  meat 
health  care  in  various  medical  plans  actually  diminishes  total  uti  I  i  /a  t  ms 
of  general  medical  services,  was  discussed  at  length.  Dr.  C.ngon  also  ■  ■  i  na:  i  i  r 
i zed  the  history  of  t h.  CHAMPUS  Peer  Review  Project  Mi  order  to  orient  'L, 
Task  Force  Members  t  or  planned  discussions  with  iHMiAMPUS  officials  for  t  be 
!’<>!  |  ow  i  ng  day  . 

-1 .  On  Wednesday  the  Ta.-k  Force  met  witli  Mr.  Norman  Penner,  Project  Di.  :  .  i 
al  the  Ancrie.in  P:\ahi  itric  Association  for  1)01)  CHAMPUS  Peer  Re.  its.  e  i  •  .•  i ,  e '  : 
l!r.  Claihorn,  Direi  tor,  CHAM PDA  Pre.jcct,  American  Psychological  Assn..  .,  ' 

Dr.  Paul  Hoffman,  Mb,  I  FAT,  MC ,  Midieal  Consultant  in  the  Quality  As:.:.,  e  . 
Branch  of  the  Program  liv.iluat  r > a .  Division  of  (K'HA.RTIS;  Mr.  Wagner,  Cm,  .!  u 
Pn.igr.am  Evaluat  i  on  D  i  .  i  .  i  on  of  OCHAMPC.S.  on  that  day  the  area  of  v  '.  e 
noted  above  were  diseu.,  ed  at  length  between  tin  i  on.-ai !  I  a n  I  s  and  th<  1 
ioree  Croun.  I  Is  OCil.'oIPi  ;  nre  cnt.it  ives  on;  lined  t  is 


new  CHAMPUS  organizational  plan  indicating  that  it  was  tnoir  „ 
that  CHAMPUS  would  operate'  much  more  effectively  with  tne  rec 
reorganization.  Dr.  Hoffman  stressed  tne  ongoin j  concetn  for 
developing  guidelines  for  appropriate  medical  care  in  al 1  area 
CHAMPUS  officials  outlined  the  history  of  conqr ess ional  conce 
with  the  CHAMPUS  program  involving  what  in  the  <  ally  :  V 
been  in  essence  a  failure  on  the  part  of  OCUAMPdS  to  spec  ;  c 
exclude  some  inappropriate  kinds  of  funding.  Dr .  Hof  In.  .n  st  . 
the  administrative  problem  of  reestablishing  CHAMPUS  l«  ,.,-f  it  :? 
each  time  a  claim  is  submitted.  There  was  a  genei  al  d  ;  ..cuss  i 
of  a  problem  with  tne  fiscal  intermediaries  whies  had  o.  /elope 
when  under  congressional  mandate  CHAMPUS  was  required  to  If*. 
contracts  to  the  lowest  bidders.  In  some  instances  the  r  >-<•..  • 
intermediaries  wno  obtained  the  contracts  were  not  ade^u..*. 
prepared  to  handle  the  administratively  complex  proces.  in  j  n.  . 
volume  of  claims  submitted.  Mr.  Penner  and  Dr.  Claiboin  on-  ’ • 
tne  nistory  ana  pnilosopny  of  tne  DOD  peer  Review  Proge--;.  ;nu 
*  here  was  a  lively  discussion  of  the  question  01  the  ■//  .  : 
nurse  reviewer's  responsibilities  as  well  as  t  .»•  possibi  it.  /  ‘ 
under  the  proposed  protocol  the  extreme  frequency  of  i C  p.- 
review  appeared  to  be  economically  and  bureaucrat  .ical  1  cumber 
some  from  the  point  of  view  of  Task  Force  members.  in.  .agon 
compared  the  program  in  effect  with  that  of  the  Medical  s.u  /  .,■ 
t.he  District  or  Columbia  as  an  example  in  which  t.L.-re  wv  .m  , 
process  of  review  of  quality  medical  care  wh  U  u  lew  4  o  .  nece  , 
of  true  formal  peer  review  in  only  about  I  t,  of  cl  liras  suomit  t. 
fne  need  for  an  establishment  of  explicit  arm  puol  ic  cui.i  i.i.-m 
ity  guidelines  for  the  peer  review  informal  ion  v<  is  stressed  by 
Task  Force  members.  There  w,:  ;  a  general  discus  .  on  of  tne  ee<. 
of  third  party  payment  systems  which  centered  on  the  pi.nlem  •. 
a  kind  of  skewing  of  CHAMPUS  cost  data  wh«-n  a  consider...  ion  ,••! 
variability  in  tne  uir ect  system  provision  of  care  in  a ■ , :  . 

medical  specialty  areas  was  not  taken  into  account .  In  tne 
interim  d  iate  cure  ana  residential  treatment  4  :.*•  ouamruH  of  fie  i 
stressed  the  lis.st.ory  of  abuses  in  c  lolescent.  .  -  ..  •  i -  nt  i  .  .  'i-n,' 

centers  whicn  uud  led  to  congressional  mandate  a  <  <»  .T  .  .  :  >a 

control  cost  accounting  in  tiiat  area.  because,  states  uav--  ; 
sioility  for  training  programs  J or  tne  mental 1 y  ret. ard<  d  and 
disabled  there  are  many  situations  in  widen  ■:  vice  r . . ’  L,  j 
)  ace  tne  problem  oj  i  hiding  an  adequate  st  at  ,*  -  run  ;-ro«j  r  j.  . 
special  needs  involving  handicapped  .ami1  ..i  .  ...  i 

. was  t  he  philosophy  of  oCHAMl’US  to  encour  u-je.  4  n  ass  .  .  ju 
t  hi. 5  full  respons  ibil  ity  oy  .  ne  state.,  exc.  pt  u;  v<  :  y  a*  i  >u  .1 
c i r c  am stances . 

on  Thursif..  / ,  z2  Hat  ch  1  •>  7  :t  the  Task  K. , i  ce  d  < .  /uiseJ  1 


;.  CCdlSUltat  j-dis  wi4.  n  Nation:!  .  VllA  |p>»;»  ;.  .  ol 

ia/.  Late  dll'  ing  t.iia'  ibv  !•  .  <,..gon  ,i  t  i  1,  i.  m. 

.  i  <  *  t  IP  W  W  cl  t-  I »  7  .  .  1  /  i  1  4  i  Vi]  til  v  .  :  .  \  i  1 1  !  '  .  .  !  I  :  .  .  V  .  ‘ 

/Ct*  v.  L  l~\  tj  cl  L  1.  <  *  l  i  l  *  '  C',|l  V  lit  «  I  II  i  .  t  1\  Vi 

1  fi  11  wil.fl  1-i.  .  i  . 


6.  on  Friday,  Uie  finding:,  irnm  the  Task  Force  we re  pe.yented 
‘.lie  plenary  session  or  th~  tienav  ioral  Science  Seminar.  The 
Task  Force  members  agreed  tnat  the  specific  recom.iwndat A<<ns 
arrived  at  during  the  week  would  be  incorpor at_ea  in  an  Action 
caper  with  an  attempt  at  triservice  coordination,  folio'.,-.;  ny 
presentation  tnrmj'jn  tne  Office  of  the  Consultant  in  psychiatry 
and  Neurology  to  the  Army  Surgeon  General .  Ine  Action  caper 
would  oe  made  available  to  appropriate  policy  planning  officials 
at  OCHAMPUS.  Tnis  was  carried  out  during  the  weeks  following  the 
lask  Force.  The  Action  Paper  with  attachments  are  enclosed  as 
an  appendice  to  this  Task  Force  Report. 
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Chairman,  CHaMPUS  Committee 
Army  Psychiatry  Advisory  Counci 


Chief,  psychiatry  Outpatien*  hv 
Department  of  Psychiatry 
Walter  Heed  Army  Medical  Center 
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Subject:  Recommendation  for  Action  Regarding  CilAMPUS  Ca-re  for 

Menia] J  y  I J  J 

J.  Statement  of  Problems: 

a.  Over  the  past  two  years  there  has  been  a  breakdown  ;n 
the  provision  or  psychiatric  services  under  OCHAUPUS.  This  has 
involved  delays  in  payments  often  for  three  to  six  mon*  h.i , 
bureaucrat  ic  harassment,  ill-defined  gu  ’.del  -  ,w*s  for  approved 
services  whicn  have  at  times  been  interpreted  id i osync r at ica J 1  / 
ny  tne  ten  CU Art PUS  fiscal  intermediary  agencies  and  threatened 
interruption  oi  payments  during  ongoing  treatment.  Demoraliza¬ 
tion  or  patients,  providers  and  military  psychiatrists  has 
resul ted  . 

b.  There  iias  been  a  breakdown  of  wel  1  - f unct  i on i nq  avenues 
for  tne  inclusion  of  policymaking  input  from  military  psycniatr 
:n  areas  of  mutual  concern  to  the  direct  car®  system  providers 
and  GCHArtPUd. 

c.  There  is  no  adequate  avenue  for  feedback  to  OCUAMPUS 
1 r om  beneficiaries  ana  providers. 

d.  There  are  three  special  problems  in  tne  implementation 
or  tne  uou  Contract  with  the  American  Psychiatric  Association 
and  the  American  Psychological  Association  fur  tne  CHAMP- •$ 
psycniatr y  peer  review  Project: 

J)  Decision  authority  has  been  delegated  downward  to 
tne  'second  level'  nurse  reviewer  confounding  clinical  and 
administrative  decision  making  regarding  peer  review.  This  q  i 
power  to  deny  claims  foi  medical  care  in  areas  of  fine  cl  in  i  c  a  1 
judgement  to  non -peer  personnel.  in  essence  the  nurse  practice 
lie  -u  ic  me  and  psychology  in  violation  of  standard  mod  rec.i  codes 
oi  ethics. 

/)  A  standard  opera* ing  procedure  ( SOP }  for  protect  -  -.n 
,i  Confident’:)  ’  !  y  ui  vary  sensitive  clin’Csl  ;  ,u  or  mat  '  on  to 
uu./iu  i  tted  to;  i...  iiT  \  r  i  c  peer  review  si.  eve  /  ,  ,  *  on*  has  no' 
bitni  till  J  y  e :  1  . : : .  i  ,  1 1  •  • .  i  a  no  clarified  to  pa’  ’-.i‘  .-.pi)  Miters  .it.-i 

i  > '  tv v  i d e  r .  i . e  ..-u P  .  nun !  u  i n v • .  1  v t -  in  i'. e  i  -  ’  -i  <  y  input  t  ’■ ' 1 
lull  impl  fiie'ii'  ji.  ion  . 
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DutsJ  tlCX;  kecommendat 1  on  fo*  Act  ion  keg  a  r  <;  i  ng  CiJAMPUS  j  u 

Mental  J  y  1 1 J 

3)  The  present  imp i  e.n  mtat  ion  pj  f  »-•  tic  :>c- * 
project  aJ  J  ows  for  ci  aim  denial  in  areas  ot  c  l  i  n  ’  c  »)  j-m 
prior  to  guaranteed  ’rue  peer  review,  with  tne  .,;iJ  y  rec.urs’- 
ueinj  a  cuiuoer  some  ana  bureaucratically  t  i  lue-con  s  u,n  i  ng  appeal 
process  modeled  after  tne  one  utilized  by  trie  Social  a. •cur’*  / 
Acini  in  i  s  t  r  at  i cm  . 

z.  Recommended  Corrections: 

a.  OC  HAM  PUS  snould  implement  a  strict  on  pa  .rj  not  •  «.,.a  1 
oversight  program  for  evaluation  of  its  various  ;  i  sea)  •  at  •- 
aries.  r-lanager  ia)  improvements  snould  include  e  iucat ’ -m  U 
snops  for  uniformed  services  healtn  benefits  c  iv  iso's,  ... 
float  ion  and  clarification  ol  regulations  t..  t  .  lisc.i  n  ’  •  • 
meuiaries,  anu  significant  improvements  in  timely  pro;:-....'.;  . 

claims  or  changes  to  tne  regale ions. 

o.  Critical  assignments  should  be  made: 

1)  Tne  office  of  tne  Assistant  Seer  etav  y  for  H>  - J  *  t ; 
Affairs,  vacant  tor  nearly  two  years,  should  i>o  i  ill  no  us 

as  possible.  I'nis  olficial  snould  receive  i  i  mC  e  m  f  J  n  • 
f  r  Gin  tne  Defense  nealtn  Coun  il  regard  i  ng  •  !.••  '  .  n*  IfC  i  p 
areas. 

2)  tacri  Uniformed  Jervico  should  mand.it e  Mu  ...  in., 

of  a  senior  medical  officer  of  flag  rank  *  -  •  n-*  n.-ren.  d  . :  • 
Council,  the  main  avenue  of  input  from  mil  •  t  c  /  ic  i .  t  >» 
oCtiAHRUS.  Military  psych iat  i  ists  should  be  .  ;k<  d  to  •>:  >'ic  • 

ongoing  starring  to  tnese  officers  regard  in. i  »i .  •..  , , 

mental  d  isease  conditions  and  pol  icies. 

c.  Cnanges  in  certain  practices  snould  i>-  m  -n* : 

J  )  Tne  uniformed  serv  ices  are  reap.  n  it  i-.  f  ».>•  •  ... 

oenefits  advisors.  Commanders  should  mano  c  .  M  •  :•  .ac- 

training  and  a*  tendance  at  uCrl  Ant'd  S  sponsored  wo  •  u  shoj. ..  .  c. 
CiiiVMRUS  beneficiary  snould  u<-  routine)  y  count.  e  I  ,-d  i»y  * 
oenefits  aovisor  upon  refer;  ol  to  CHAMl'U.)  fa  ,  ■<:  .  i ,  •  .• 

assistance  regarding  procedures  which  as  n<  e  e  i  i 

trative  compliance  w  i  Mi  CUArtl'Uo  regulation.  . 

2)  A  clear  Den.  ficiary  ana  pro v-  ic  ,  uo.  .■  •> 

snould  oe  est.hdi  •  stc-i  .mu  pool  icizeu.  ;  *  «*  Ms  e  :a  ’  '  ' 

Comp  I  a  ints  sn.mli  go  *o  tne  heal  Ml  oen  I  '  .  .  -  i  M  .  s.  :  i  s 

resolved  tney  .,i,.#u  ).i  ju  fo  a  specif  ic  .  ,  ,  i;-D.»  l  ' 

representative  a*  Mi  r  ■  jam  I  Mitermed  Ic.  .  i  1!  ’lie 

r  “Sol  v  ed  tney  ... ,  u  i  u  I  ■  i  go  to  ‘  .  •  1  '  i  . . as  ■>'  '  s  i 
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aoaJtL'l':  kecoinmendat  ion  for  Action  Regarding  CriAMHJS  Care  for 

.ne  n  t  a  J  J  y  Iff 

uniformed  service  at  Mio  Denver  OC HAM PUS .  Ti; is  officer  has 
access  to  trie  entire  internal  uCHAMPUS  organization. 

a.  Reviewing  processes  require  revision: 

1)  If  the  ‘second  level’  nurse  reviewer  determines  that 
in  ‘gray  zone*  areas  of  cJ inicaJ  judgment  claim  denial  may  he 
warranted,  tnen  'third  level'  or  true  peer  review  should  be  made 
automatic ,  not  ex  post  facto  after  a  cusioer  some  appeals  process 
when  a  claim  is  denied. 

2)  OCHArtPUS  snould  estanl ish  and  make  available  to  bene¬ 
ficiaries,  nealtn  tenet  its  advisors,  providers,  military  psycni- 
atr  .  ^  t.  ^  ,  and  L.wncerne  d  p  t  o  f  e  s  o  ional  men  ical  societies  a  .strict 
ode  wmch  safeguards  the  confidentiality  of  sens  it  ive  clinical 
peer  review  information.  Theve  is  extensive  precedent  for  such 
protection  in  tne  Social  Security  Act,  tne  Federal  Alcohol  a no 
urug  .house  legislation,  the  cSku  Jaw,  HEW  guidelines  and  the 
privacy  act. 

J)  Formal  true  peer  review  snould  precede  all  claim 
denial  except  in  areas  specifically  denied  by  regulation. 

J.  Appended  is  reference  material  bearing  on  these  matters. 

C  }  j 

■  t'-**-}  C  C. '  ,A 

TERRY  E.  GA'GdN,\tO 

LTC ,  MC ,  USA 

Chairman,  C  H A M PUS  Com m  i  1 1 o « 

Army  Psychiatry  Advisory  c.-.unc 


Chief,  Psychiatry  Out pat  lent 
Service 

Department  of  Psychiatry 
Walter  Reed  Army  Medical  Cent * 
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SUBJECT:  Recommendation  fot  Action 


1.  Relevant  factual  information  concerning  psychiatric  care  in  this 
country  (Inclosure  2). 

a.  15%  of  tne  population  per  year  is  estimated  to  exhioit  an 
alcohol/  drug  abuse  or  mental  condition. 

b.  20%  of  this  group  is  treated  by  tne  Specialty  Mental  Health 
Sector;  60%  of  those  with  identified  mental  disorders  are  treated 
by  primary  care/outpatient  medical  treatment,  non-psychiatrists. 

c.  Patients  witn  identified  mental  disorders  utilize  general 
medical  services  at  a  rate  that  is  at  least  double  that  of  other 
pat ients . 

2.  Relevant  factual  information  concerning  medical  health  insurance 
coverage  for  mental  health  conditions: 

a.  Tne  $150  billion  total  health  care  bill  is  not  the  result  of 
aouse  of  preventive  and  long-term  care;  it  is  primarily  the  result 
of  aouse  of  secondary  and  tertiary  care. 

b.  After  15  years  of  experience,  the  proportion  of  total  nealth 
Qenetit  payments  spent  on  mental  disorders  in  the  Federal  Employees 
Program  has  leveled  off  at  a  little  over  7%,  showing  that  equal 
coverage  for  mental  and  pnysical  illness  does'not  lead  to  exhorbi- 
tant  costs  for  mental  illness. 


c.  There  is  overwhelming  evidence 

that 

effect i ve 

mental 

he  a  1 1  h 

treatment 

is  followed  by  reduction 

in 

general  medical 

car 

e  util 

za- 

tion.  Tne 

offset  reductions  are  as 

fol  lows 

1) 

hospital  days  . 

. 

decreased 

by 

6  7% 

to 

85% 

2) 

Outpatient  visits  .  .  . 

• 

decreased 

by 

50  % 

t  ’J 

72  % 

3) 

Physician’s  services.  . 

, 

deer  eased 

by 

8% 

t- 

31  % 

4) 

Medical  visits . 

. 

decreased 

DV 

11  % 

5) 

Lab  and  X-ray  service  . 

decreased 

by 

1  5% 

re 

2  8% 

6  ) 

Total  medical  expenditures 

. 

decreased 

by 

31  % 

d.  Only  8%  of  the  nation‘s  mental  neaJ  tn  benefits  are  paid  to 
private  psycn iatr ists ,  the  great  proportion  going  to  hospitals, 
nursing  homes,  and  rehabilitative  care  facilities. 
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3.  Relevant  factual  material  regard  in..j  proponed  CHAM  PUS  Psychiatric 
Peer  Review  .reject  guidelines  sponsored  by  DGL): 

a.  CHAMPUS  regulations  require  that  all  claims  for  psychiatric 
outpatient  service  be  submitted  with  no  more  than  eight  visit..  •'■■■* 
claim  and  that  the  8tn,  24th,  and  40th  outpatient  session  must 
reviewed  by  a  second  level  (i.e.,  nurse)  reviewer. 

b.  All  psychiatric  outpatients  continuing  to  the  60th  outpa¬ 
tient  session  must  be  referred  for  peer  review  by  a  panel  of  three 
physicians,  each  of  whom  evaluates  the  case  separately  followed  by 
a  vote. 

c.  All  claims  for  inpatient  service  must  be  reviewed  by  second 
level  reviewer  at  the  20th  inpatient  day  and  referred  to  peer  review 
at  the  60tn  inpatient  day  of  hospitalization.  Again,  three  ind.-ps-nd 
ent  pnysician  peer  review  evaluations  and  a  vote  are  required  ior 
every  patient. 

d.  Decision  authority  has  oeen  delegated  downward  to  the 
maximum  extent  possible  with  confounding  of  clinical  and  administra¬ 
tive  decision  making  converging  in  the  second  level  nurse  reviewer, 
wno  has  the  power  to  deny  claims.  In  essence,  the  nurse  practices 
med  ic  ine  . 

e.  wnile  considerable  authority  and  responsibility  are 
entrusted  to  the  second  level  reviewer  (nurse),  no  professional  or 
educational  credentials  or  job  experience  are  specified  for  this 
position  whicn  requires  considerable  professional  integrity  and 
competence.  This  specifically  violates  established  principles  of 
peer  review  in  the  American  Medical  Association  and  the  American 
Psycniatric  Association.  Section  6  of  the  A  FA  Code  of  Ethics 
states,  "the  physician  snould  not  delegate  to  the  psychologist  or, 
in  fact,  to  any  non-medical  person  any  matter  requiring  the  exer¬ 
cise  of  professional  medical  judgement".  The  interest  on  the  ;  ut 
of  DOD  to  devise  a  simplified  method  tor  review  of  al 1  psych  in t r .  c 
claims  by  utilizing  non-pnysican  personnel  has  totally  overload  ; 
the  system  and  removed  the  possibility  of  refined  clinical  ju..;g 
rnent  truly  necessary  for  peer  review.  By  contrast,  senior  Peon r a) 
Employees  Program  officials  indicate  tnat  less  than  1  of  the  .  s 
psychiatry  claims  require  formal  peer  review. 

f.  Special  Handling  of  claims  from  psychiatric  patients  ha- 

already  led  to  a  serious  discriminatory  delay  in  payment  tor  .  ,  •; 

tor  example,  at  the  present  time,  tin-  turnarouni  tune  m-r  in  : 
psychiatric  J HAM PUS  claims  at  the  Roanoke  oil  i  .  •  is  37  days  J 

requirement  it:  21  days).  Officials  could  r.o>  even  estimate  u 
time  for  psycniatric  cl  aims — over  100  days.  The  Wasn  ingto.n  - 

at  r  ic  Society  Council  states  that  trie  delay  for  psycni.uric  el  .  im 
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payment  now  averages  six  months  per  claim.  Often  the  second  review 
procedure  point  is  reacned  before  tne  first  review  is  completed. 

g.  No  systemized  consideration  is  given  to  the  problem  of 
confidentiality.  Psychiatric  records  are  considererd  permanent;, 
whereas  other  medical  records  are  maintained  for  only  four  years. 

h.  Persisting  attitudes  at  high  levels  in  the  DOD-CHAMPUS 
organization  toward  the  provision  of  psychiatric  care  for  the 
mentally  ill  or  disabled  have  reflected  a  lack  of  knowledge  regard¬ 
ing  the  epidemiology  of  mental  illness,  proved  predictability  of 
cost  projections,  offset  of  other  general  health  care  costs  by 
psychiatric  treatment  paradigms,  and  the  usefulness  of  well-estab- 
lisned  treatment  modalities  (Incl  3,  p.  3,  para  3). 

4.  Conclusions  and  Specific  Recommendations: 

a.  wnile  military  psychiatry  agrees  with  the  inherent  philos¬ 
ophy  and  goals  of  peer  review,  present  guidelines  from  the  CHAMPUS 
Psychiatric  Peer  Review  Project  require  further  study  before  imple¬ 
mentation  for  the  following  reasons: 

1)  Peer  review  should  indeed  be  true  peer  review  even  at 
the  "second  level"  of  review,  not  in  violation  of  standard  medical 
codes  of  ethics.  The  stated  policy  of  delegating  the  authority  and 
responsibility  often  of  a  clinical  nature  to  relatively  untrained 
employees  is  in  defiance  of  these  well-established  procedures  for 
peer  review  ’nd  medical  ethics. 

2)  Military  psychiatry  has  not  been  represented  formally 
in  tne  decision-making  process  within  the  DOD-CHAMPUS  organization, 
we  would  recommend  the  appointment  of  a  military  psychiatrist  tc 
tne  CHAMPUS  Psycniatric  Peer  Review  Project  at  a  decision  and 
policy-making  level. 

3)  Implementation  of  peer  review  should  await  further 
study  and  clarification  of  issues  of  confidentiality  of  sensitive 
cl  in  ical  data  . 

4)  Accountability  procedures,  such  as  peer  review,  must  ue 
implemented  in  such  a  way  as  to  be  truly  responsive  and  sensitive 
to  the  needs  of  the  mentally  ill  in  our  community,  rather  than  dog¬ 
matically  giving  allegience  to  technocratic  economics.  These  needs 
are  epidem lolog ical 1 y  predictable  and  do  not  lead  to  cost  overruns. 

5)  The  implementation  of  the  CHAMPUS  procedures  to  date 
regarding  the  provisions  of  psychiatric  services  under  the  DOD 
contract  has  resulted  in  significant  interference  with  the 
psycniatric  care  received  by  the  dependents  of  the  military  by 
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delays  in  payments,  bureaucratic  harassment,  ill-defined  guidelines, 
threatened  interruption  of  payments  during  ongoing  treatment,  and  a 
general  insensitivity  to  the  issues  of  confidentiality  with  subse¬ 
quent  demoralization  of  not  only  patients  and  providers,  but  also 
military  psychiatrists.  This  state  of  affairs  contrasts  sharply 
witn  that  of  tne  Federal  Employees  Program  peer  review  process, 
which  is  designed  not  to  intrude  excessively  into  claims  processing 
by  a  randomized  process  which  does  not  treat  every  single  case  as 
requiring  peer  review.  Such  extensive  screening  should  not  be  made 
routine,  as  though  every  psychiatric  patient  and  provider  were 
suspect . 


6)  CHAMPUS  should  be  increasing  and  facilitating  psychi¬ 
atric  health  benefits  at  a  time  when  military  psychiatry  is  suffer¬ 
ing  from  a  crisis  of  attrition.  Presently,  the  Army  has  only  136 
psycn  iatr ists  for  180  authorized  positions,  a  shortfall  of  25%. 
Recogn'zed  requirements  for  Army  psychiatry  approach  300,  a  short¬ 
fall  of  45%. 


TERR Y  E.  GAGON,  MD 
LTC,  MC,  USA 

Chairman,  CHAMPUS  Committee 
Aimy  Psychiatry  Advisory  Council 

Chief,  Psychiatry  Outpatient  Service 
Department  of  Psychiatry 
Walter  Reed  Army  Medical  Center 
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ALCOHOL,  DRUG  A3USE,  AND  MENTAL  HEALTH  SERVICES 

THE  NEED  TO  PLAN  FOR  THEIR  INCLUSION  IN  A 
NATIONAL  HEALTH  INSURANCE  PROGRAM 


ADM  Conditions  and  Their  Prevalence  t 

I.  ADM  disorders  constitute  a  significant  health  problem 
in  the  U.S.,  which  is  definable  in  terms  of: 

a.  the  overall  scope  of  the  problem  --  about  15% 
of  the  population  per  year 

b.  a  relatively  small  number  of  specific  disorder": 
which  represent  the  bulk  of  this  15%  (There  is 
some  overlap  among  seme  of  these  conditions,  e .  ; . , 
a  person  with  alcoholism  may  also  be  depressed. > 


2.  In  addition  to  the  10  -  15%  of  the  population  with 
definable  ADM  conditions,  there  are  many  other 
individuals  who  are  troubled  with  symptoms  and  distress 
such  as  anxiety,  transient  stress,  problems  of  living , 
and  unhappiness.  They  often  turn  to  the  health  care 
system  for  help.  This  is  the  case  in  many  nations. 


The  Structure  of  the  ADM  System 

1.  The  ADM  system  has  a  structure  with  two  main  compor.er.t_: 

a.  the  general  health  care  sector  (serving  about  15: 
of  the  population  for  ADM  disorders) 

b.  the  ADM  specialty  sector  (serving  about  of  *■  ■  ■ 
population  for  ADM  disorders; 


The  vast  majority  or  patients  with  ADi!  diner  n.*rs  •  •? 
identified  by  and  receives  some  treatment  m  the 
health  care  sector,  predominant!/  ambulatory  tr ::r.u v 
care . 


;  4 


3-  The  ADM  specialty  sector  -  *.s  undergone  considerabl 

change  in  the  pact  twenty  years : 

a.  The  nuir.ber  or  residents  in  State  and  county 
mental  hospitals  has  significantly  declined  si 
195  5. 

b.  The  length,  o:  stay  in  State  and  county  mental 
hospitals  ha.s  declined. 

c.  The  rate  of  admissions  to  nil  inpatient  pay chi 
units  has  remained  approximately  constant. 

d.  The  number  and  rate  of  patients  being  treated 
outpatient  settings  has  . norensec  greatly . 

e.  The  use  or  i  wide  variety  :z  drug  therapies  ha 
1 7: cro at- o d  g  t  .t u  1  y  . 

f.  Overall,  patients  are  being  treated  in  less 
expensive  sett  ins;  . 


4.  The  pattern,  or  ut;.  ii  mo ....  of  the  ADM  services  sec 
is  now  quite  similar  to  that  in  the  general  health 
care  sector,  a a  to: 

a.  re  lative  use  of  • npatient  a  ad  ambulatory  care 
facilities 

b -  average  .haratiou  or  treatment 

c.  evidence  rh.-  ei  z :  c.icy  of  treatment 

d.  proportion  ■  y.  •.  :•  ran  to  requiring  ex  tens  i  ,;e  :a: 

5.  Extensive  da  m 
types  of  Ai>M  dr  lit 
to  extend  and  rnf 
other  parts  of  th 


or.  on  the  ut  ill  ration,  costs,  ar. 
i:  :i  * t  s  treated ,  ..na  oitortj  ire  tr. 

t.iis  -lata  b«ia  in  cone*,  rt  wi  t 
s  this. 


P  lanninq.  tlos_i_v  and  Pin  iruj  nc 


ap;  . 


•a  ■ 


2.  A  second  major  goal  of  planning  should  be  to  strength 
the  capacity  of  the  general  health  care  sector  to  ide 
and  appropriately  treat  ADM  disorders. 

3.  Current  funding  mechanisms  impede  the  integration  of 
ADM  services  with  the  general  health  care  sector. 


4.  Selective  use  of  funding  mechanisms  can  shape  the 
future  structure  and  costs  of  ADM  services. 


5.  ADM  services  can  reduce  general  health  care  costs  and 
lead  to  more  appropriate  patterns  of  care. 

6.  Greater  integration  of  services  can  lead  to  a  reducri 
in  the  utilization  of  ADM  specialty  services. 

7.  Comprehensive,  integrated  services  will  contribute  tc 
a  redistribution  of  ADM  specialty  resources  so  as  to 
increase  geographic  and  economic  accessibility. 


8.  A  comprehensive  system  would  accelerate  the  current 
trend  to  shift  patients  with  ADM  disorders  away  from 
expensive  inpatient  settings  and  toward  less  expens iv 
alternatives,  such  as  ambulatory  care  settings. 


9.  ADM  ser/ices  are  amenable  to  the  same  cost  containmen 
and  quality  assurance  mechanisms  that  apply  to  genera 
health  care  services. 


10.  The  costs  associated  with  providing  ADM  services  are 
controllable,  and  stable  and  predictable . 


National  Health  Insurance 

•  1.-  Persons  with  ADM  disorders  are  entitled  to  full 
participation  in  the  health  care  system. 


NHI  should  not  sti  mutate  and  discriminate 
persons  witrn  ADM  disorders. 
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ESTIMATED  PREVALENCE  OF  SELECTED 
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AL  DISORDER 


ESTIMATED  PERCENT  DISTRIBUTION  Uh 
PERSONS  WITH  ALCOHOL,  DRUG,  OR  MENTAL  DISORDER, 

by  Treatment  setting,  united  states,  ms  ! 


PSYCHIATRIC  PATIENT-CARE  EPISODE 
PER  100,000  POPULATION 


NUMBER  OF  RESIDENT  PATIENTS  AT 
YEAR-END  IN  STATE  AND  COUNtY 


935  |  ,1300  1995  1970  1973 


Day  Care 


LENGTH  OF  STAY  IN  MENTAL  HEALTH 
‘  INPATIENT  SETTINGS  (1975) 


DIFFERENTIAL  USE  OF  INPATIENT  AND 


(Excludes  Office 

Practice! 


CLIENTS  IN  DRUG  ABUSE  TREATMENT, 

BY  ENVIRONMENT 


Outp&tleht 


LENGTH  bF  DRUG  ABUSE  TREATMENT 
BY  TREATMENT  MODALITY/ENVIRONMENT* 


ALCOHOLISM 

Percent  Change  in  Modalities  of  Care 
In  Alcoholisnt  Treatment  Centers 


SOURCE:  Office  of  the  Actuary,  U.8.  Civil  Service  Commission 


Mental  Benefits  Paid 
(Millions  of  Dollars) 
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REDUCED  MEDICAL  CARE  EXPENDITURES 
AS  AN  OFFSET  TO  THE  COST  OF 
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5.  Kennecott  -55% 

6.  Illinois  Bell  Telephone  Co.  -46% 

7.  Phila.  Fire  Dept.  -55% 
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FITZSIMONS  ARMY  MEDICAL  CENTER  DENVER  COLO  F/G  5/10 

BEHAVIORAL  SCIENCES  IN  A  CHANGING  ARMY:  PROCEEDINGS  OF  ARMY  MED— ETC<U> 
1979  F  0  JONES*  D  L  WILLARD*  B  N  BLUM 
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Cumulated  Percent  of  Covered  Chargee 


Chart 


FEDERAL  EMPLOYEE  HEALTH  BENEFIT  PROGRAM 
BLUE  CROSS  ANO  BLUE  SHIELD:  HIGH  OPTION 

PERSONS  WITH  COVERED  PHYSICIAN  CHARGES  FOR  OUTPATIENT  CARE 
OF  MENTAL  DISORDERS  UNDER  SUPPLEMENTAL  BENEFITS: 

PERCENT  OF  COVERED  PERSONS  ACCOUNTING  FOR 
INDICATED  PERCENT  OF  ALL  SUCH  CHARGES.  UNITED  STATES.  1973 

(Percent  of  persons  cumulated  from  those 

with  lowest  to  highest  expenses!  * 


o 


fuc  » igotut  uaiibiu  i  loyrbm 


IN  MENTAL  HEALTH  AS  IN  HEALTH.  HIGH  UTILIZERS  REPRESENT  A 
SMALL  PERCENT  OF  PERSONS  USING  SERVICES: 

-  10%  ACCOUNT  FOR  47%  OF  OUTPATIENT  CHARGES  FOR  MENTAL 
HEALTH  SERVICES 

-  10%  ACCOUNT  FOR  37%  OF  INPATIENT  CHARGES  FOR  MENTAL 
HEALTH  SERVICES 


94 


Cumulated  Percent  of  Physician  Vlalts 


Chare  5 


PERCENT  OF  PERSONS  ACCOUnViNQ  FOR 
PERCENT  OF  ALL  PHYSICIAN  VISITS,  UNITED  STATES.  1971 


40  ^  go 


Cumuleted  Percent  of  Persona 


SOURCE:  Physician  Visits— Volume  and  interval  Since  Last  Visit— United 
States— 1971.  U.S.  Department  of  Hfflth.  Education  and  Welfare, 
Public  Health  Service.  Health  Raeource  Administration 


by  Type  or  Locale  of  Care.  United  Slain*.  1974 

Pveem  o(  Total* 


Type  o/  Locale  of  Care 


Nutting  Homes 


State,  County  and  Ocher  Public  Menial  Hospitals 


General  Hospitals 


Private  Praclice  Psychiatrists 


Psychoactive  Drugs 


Freestanding  Outpatient  Clinics 


Community  Mental  Health  Centos 


General  Medical  Services 


Residential  Treatment  Ccnteis  &  School 
and  Other  Programs  lor  Children 


-Rehabilitation  Facilities  &  Halfway 


,•  House,  | 


Private  Mental  Hospitals 


Priv.nu  Practice  P*vcliuln<|iU\ 


'Estimated  total  expenditures  lor  direct  care  t*ci«  SMS  tuition 

Source;  Statistical  Nota  No.  123,  Division  of  Biometry  and  Kpldotniology, 
National  Institute  of  Mental  Health 
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Donald  ».  Marine rslay ,  M.D. 

Deputy  Medical  Director 
American  Psychiatric  Association 
1700  Eighteenth  Street,  N.W. 

Washington,  D.C.  20009 

Dear  Dr.  Hammer si ey : 

Kh ile  it  is  all  still  fresh  in  my  mind,  I  thought  I  would  . 
try  to  set  down  on  paper  a  distillation  of  our  position 
as  it  was  put  forth  during  our  meeting  this  past  Friday. 

It  will  not  be  all  inclusive  but  should  contain  the  major 
points.  Before  1  settle  into  the  task  at  hand,  I  do  want 
to  say  that  I  enjoyed  meeting  with  you,  Drs.  McMahon  and 
Kehne  and  Mr.  Cutler.  I  also  appreciate  the  restrained 
presentation  on  the  speakers'  parts  of  what  are  obviously 
strongly  held  points  of  view. 

In  considering  our  general  approaches  to  the  subject  of 
confidentiality,  I  would  characterize  our  respective 
positions  as  the  pragmatic  vs  the  ideal;  public  responsibility 
vs  personal  and  professional;  the  likely  vs  the  unlikely; 
conditional  guarantees  as  opposed  to  absolute  guarantees; 
and  interdependence  and  accountability  vs  autonomy. 

At  the  outset,  a  very  basic  question  needs  to  be  addressed  - 
Why  does  any  reviev  have  to  be  carried  out?  The  need  arises 
out  of  several  factors:  Abuse  and  overutilization  of  benefits 
occurs  as  a  result  of  carelessness,  perverse  incentives  in 
the  system,  and  deliberate  fraud.  Malpractice  occurs  as 
e  result  of  ignorance,  illness,  drug  and  alcohol  abuse  and 
failure  to  apply  knowledge.  These  observations  have  been 
made  repeatedly  in  and  out  of  our  CHAMPUS  system,  as  well 
as  in  other  federal  and  private  systems.  The  various  health 
professions  have  shown  scant  inherent  inclination  to  police 
themselves.  legislative  and  judicial  fiat  are  not  the 
best  ways  to  control  medicine's  abuses  and  problems.  There¬ 
fore,  some  form  of  internal  regulation  and  se 1 f -po 1 i c i ng , 
even  though  prompted  by  outside  pressure,  seems  the  best 
available  appioach.  Finally,  since  the  Government  pays  a 
substantial  share  of  the  bill  for  CHAMPUS  mental  health 
care,  the  Government  has  become  a  third  member  in  the 
doctor-pat  if nt  relationship.  As  operators  of  the  CHAMPUS 


9 


1 


Piog  ran,  we  are  stewards  of  the  public's  money  devoted  to 
this  cause.  To  exercise  this  stewardship  we  need  to  know 
what  is  happening,  and  to  do  this  we  need  information. 

It  is  at  this  point  that  our  requirement  for  knowledge 
conflicts  with  the  doctor's  and  patient's  desire  for 
privacy  and  anonymity.  We  are  responsible  for  seeing  that 
the  public's  funds  are  well  and  wisely  spent. 

However,  this  is  not  our  only  responsibility;  we  must  also 
operate  a  claims-payment  ope r a t i on, wh ich  brings  the  fiscal 
intermediary  into  the  picture.  While  the  patient  may  be 
concerned  about  lack  of  privacy,  he  becomes  absolutely 
irate,  and  justifiably  so,  if  claims  aren't  paid  promptly. 
Doctors  are  very  good  at  getting  irate,  as  well.  In  order 
to  wake  this  aspect  of  the  system  work  as  well  as  possible, 
decision  authority  is  delegated  downward  to  the  maximum 
extent  possible..  Using  carefully  designed  guidelines, 
such  as  those  professionally  developed  by  the-APA,  the 
second  level  reviewer  has  limited  latitude  to  deny  claims 
and  wide  latitude  to  authorize  payment.  An  appeals  system 
exists  to  handle  complaints  about  improper  termination  of 
benefits.  Needless  to  say,  no  one  has  ever  appealed  the 
payment  of  a  claim.  The  third  level  reviewer,  the  physician, 
acts  as  a  final  arbiter  in  the  process  and  to  check  long¬ 
term  cases  where  the  Government  has  a  particularly  large 
financial  stake.  Third  level  retrospective  review,  like 
concurrent  review,  is, in  itself,  an  expensive  and  time- 
consuming  practice.  The  number  of  people  who  have  legitimate 
routine  access  to  the  information  gathered  in  and  required 
for  this  process  is  very  limited,  particularly  detailed, 
clinical  data.  As  I  mentioned  during  the  meeting,  the 
clinical  data  is  not  computerized.  The  records  are  not  only 
essential  to  claims  processing  but  also  allow  us  to  audit 
and  follow  the  performance  of  each  step  of  the  process, 
including  the  third  level  reviewers.  There  are  others  to 
•whoa  ve  have  to  answer  for  the  effectiveness  and  efficiency 
of  this  review  process. 

While  the  process  just  described  is  not  perfect  and  will 
no  doubt  be  improved  with  experience,  it  does  offer  one 
very  great  advantage  -  it  pr o vi de s  r ca son abl e  access  to 
care  on  a  rational  basis  of  need.  The  matter  of  access 
highlights  one  of  the  most  basic  differences  between  military 
and  civilian  medical  practice.  The  private  practitioner  has 
responsibility  only  to  the  individual  patient  or  patients 
that  he  chooses  to  see,  while  the  military  system  has  a 
responsibility  for  the  medical  care  of  every  one  of  its 
beneficiaries-.  The  exercise  of  that  responsibility  demands 
that  the  available  care  be  parceled  out  as  effectively  and 
equitably  as  possible.  This  is  the  flip  side  of  cost  control, 
the  wise  distribution  of  available  benefits. 
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I  believe  the  above  discussion  clearly  justifies  our  peer 
review  activities.  We  hope  to  do  them  well,  and  the  A  P  A  '  s 
assistance  in  the  field  of  psychiatry  has  been  of  great 
benefit  to  us  and  to  psychiatry.  The  derivation  of  criteria 
that  will  work  effectively  for  the  patient  in  our  system 
has  been  a  difficult  process,  I  know.  Personally,  I  feel 
it  is  very  important  that  psychiatry  set  down  in  some  rigorous 
way  precisely  what  it  does  and  how  it  does  it,  thereby 
joining  the  mainstream  of  American  medicine.  What  we  are 
doing  in  the  APA  contract  is  admittedly  experimental  and  is 
on  the  cutting  edge  of  peer  review  activities  in  psychiatry. 

Ka  have  high  hopes  for  it.  Should  we  fail,  I  believe  the 
specter  of  elimination  of  benefits  or  the  imposition  of 
arbitrary  treatment  limits  may  take  on  real  suostance. 

As  1  stated  at  the  outset  of  the  meeting,  there  is  no 
way  to  absolutely  guarantee  that  the  confidentiality  of 
clinical  information  will  not  be  breached  at  some  time; 
however,  I  an  reassured  that  it  hasn’t  happened  yet,  to 
our  knowledge,  in  the  history  of  the  program.  This  argues 
that  the  present  system  works.  In  the  absence  of  any  proof 
that  it  doesn’t  work,  there  is  no  reason  to  change  or  estab¬ 
lish  new  policy  on  confidentiality  in  anticipation  of  a 
very  unlikely  event,  an  event  which  is  in  the  last  analysis, 
unpre veritable .  We  will,  however,  investigate  our  existing 
procedures  and  do  what  we  can  to  protect  sensitive  clinical 
information  to  the  maximum. 


Finally,  X  must  acknowledge  that  I  felt  there  was  an  unspoken 
item  on  the  agenda  last  Friday  and  that  is  the  physician's 
dislike,  if  not  abhorence,  of  Governmental  "interference" 
in  the  private  practice  of  medicine  or,  in  this  case, 
psychiatry.  This  is  understandable.  bike  it  or  not,  however, 
medicine  is  changing; and  the  minute  public  funds  are  used 
and  accepted,  then  it  is  no  longer  a  totally  private  affair, 

■s  it  was  in  times  past;  and  the  Government’s  participation 
is  inevitable.  The  price  for  what  autonomy  remains  is 
proven  accountability  and  responsible  performance. 

X  hope  this  is  a  fair  summation  of  our  position.  Again, 
it  was  a  pleasure  meeting  with  you  and  I  hope  that  the 
meeting  served  to  help  resolve  concerns  about  confidentiality. 

Sincerely , 


Peter  A.  Flynn 
Captain,  MC,  USN 

Acting  Deputy  Assistant  Secretary  of  Defense 
(Health  Resources  and  Programs) 
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SECTION  F  -  SCOPE  OF  WORK 
F-l .  STATEMENT  OF  TASKS 

a.  TASK  I  -  IDENTIFY  REVIEWERS 

Using  CHAMPUS  workload  experience,  the  CHAMPUS  Contracting  Officer's 
Technical  Representative  (COTR),  and  the  APA's  prior  experience  in  the 
review  of  psychiatric  cases  the  American  Psychiatric  Association  (APA)  is 
being  asked  to: 

(1)  Using  mutually  agreeable  criteria,  identify  and  maintain  during 
the  contract  life,  an  adequate  number  o f  psychiatrists  willing  to  participate 
as  CHAMPUS  third  level  Psychiatric  Review  Committees  (PRC)  in  the  CHAMPUS 
Psychiatric  Review  Systems.  The  geographic  area  where  reviewers  will  be 
required  includes  the  continental  United  States,  Alaska,  Puerto  Rico,  and 
Hawaii. 

(2)  Arrange  through  the  COTR  the  establishment  of  the  CHAMPUS  PRC  - 
CHAMPUS  Fiscal  Intermediary  relationship  for  the  areas  described  in 
subparagraph  1. 

b.  TASK  II  -  PROVIDE  EDUCATIONAL  PROGRAM 

Using  the  COTR  as  a  technical  resource,  provide  an  educational 
program  designed  to  explain  the  responsibilities  of  the  PRC  members, 
provide  background  to  the  PRC  members  about  the  project  and  the  CHAMPUS 
program,  and  update  the  PRC  members  on  the  progress  of  the  project. 

Meetings  to  provide  this  educational  program  shall  be  coordinated  with 
the  COTR  who  shall  have  the  option  to  participate.  Advance  notification 
shall  be  provided  to  the  COTR  no  later  than  15  work-days  prior  to  the 
meeting  date. 

c.  TASK  III  -  TRAIN  SECOND  LEVEL  REVIEWERS 

Provide  professional  expertise  in  the  training  of  CHAMPUS  Claims 
Processors'  second  level  reviewers  (usually  nurses)  to  appropriately 
handle  psychiatric  claims  and  case  reviews.  Arrangements  for  bringing 
the  appropriate  individuals  together  will  be  arranged  by  OCHAMPUS. 

d.  TASK  IV  -  PROVIDE  THIRD  LEVEL  REVIEW 

The  Contractor  is  being  asked  to  provide  the  third  level  review  of 
all  inpatient  mental  health  benefits  reimbursed  by  CHAMPUS  and  all  out¬ 
patient  services  provided  by  psychiatrists  through  the  PRCs  identified 
in  TASK  I.  Payment  for  the  committee  members’  services  is  to  be  provided 
by  the  APA  with  dollars  provided  through  this  contract.  Monitoring  of 
the  PRC's  performance  is  the  responsibility  of  the  APA.  Close  coordination 
of  this  tas"k  with  the  COTR  is  to  be  established  by  means  to  be  determined 
jointly.  The  COTR  is  responsible  for  monitoring  the  APA's  performance  of 
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this  task.  A  team  of  three  psychiatrists  will  comprise  a  Psychiatric  Revie. 
Committee  (PRC)  and  will  review  each  case  determined  to  require  third  level 
review.  The  PRC  will  relate  with  the  CHAMPUS  Fiscal  Intermediary  for  the 
geographic  area  in  which  the  PRC  is  reviewing,  and  be  reimbursed  by  the  APA 
with  dollars  provided  through  this  contract.  The  criteria  used  to  determine 
which  cases  go  to  third  level  review  will  be  CHAMPUS  Regulation  6010. 8-R  and 
instructions  to  Fiscal  Intermediaries  drawn  by  OCHAMPUS  and  based  on  criteria 
developed  by  the  APA  and  other  sources. 

e.  TASK  V  -  PROVIDE  A  NATIONAL  PANEL 

Provide  a  panel  of  psychiatrists,  one  of  whom  is  the  Chairperson,  to 
serve  as  a  National  Advisory  Panel  to  OCHAMPUS  in  carrying  out  the  building 
of  this  review  system.  In  addition  to  overseeing  the  general  operations  of 
this  project,  the  panel  is  also  being  requested  to: 

(1)  Formulate  recommendations  pertaining  to  the  project  to-be  provided 
to  OCHAMPUS. 

(2)  Serve  as  a  resource  to  help  OCHAMPUS  in  those  exceptional  psychiatric 
cases  requiring  third  level  review  throughout  the  contract  life. 

(3)  Upon  request  by  OCHAMPUS,  assist  OCHAMPUS  in  providing  educational 
services  to  Fiscal  Intermediaries'  staff  and/or  assist  Fiscal  Intermediaries 
and  OCHAMPUS  in  resolving  problems  as  they  occur. 

f.  TASK  VI  -  DEVELOP  CRITERIA  FOR  INPATIENT/OUTPATIENT  CARE 

The  Contractor  is  to  provide  the  following  regarding  the  review  of  in¬ 
patient/outpatient  psychiatric  cases: 

(1)  A  set  of  criteria  for  each  of  the  CHAMPUS  flag  points  (8,  24,  40, 

60  visits)  by  OCHAMPUS  in  the  preparation  of  instructions  to  the  CHAMPUS  Fiscal 

Intermediaries'  claims  clerks  to  determine  whether  the  claim  should:  (a)  be 
processed  for  payment;  (b)  sent  to  the  second  level  review;  (c)  sent  to  the 
third  level  review,  or  (d)  rejected  for  payment. 

(2)  A  set  of  criteria  for  each  of  the  CHAMPUS  flag  points  (8,  24,  40, 

60  visits)  by  OCHAMPUS  in  the  preparation  of  instructions  to  the  CHAMPUS  Fiscal 

Intermediaries'  second  level  reviewers  to  determine  whether  the  claim  should: 

(a)  be  processed;  (b)  sent  to  third  level  review,  or  (c)  rejected  for  payment. 

(3)  A  list  (or  format  for  a  form)  which  identifies  and/or  describes 
the  information  required  of  the  provider  to  enable  the  decisions  to  be  made 
described  above.  Included  should  be  a  description  of  the  data/ information 
required  of  the  provider  if  the  case  is  to  go  for  third  level  review 

( CHAMPUS  PRC). 

(4)  Periodic  reviews  and  updating  of  the  criteria  sets  to  maintain 
their  currency  and  appropriateness. 
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OFFICIAL  ACTIONS 


Thu  Principles  of  .Medical  Ethics 

With  Annotations  Especially  Applicable  to  Psychiatry 


Thu  statement  was  approved  hv  the  Assembly  of  Dis¬ 
trict  Branches  and  the  Joard  of  Trustees  of  the  Ameri¬ 
can  Psychiatric  Association  at  their  May  5-6.  1973. 
nieelt  igs.  upon  recommendation  oj  the  Committee  on 
Ethics' 


FOREWORD 

All  physicians  should  practice  in  accordance  with  the 
medical  code  of  ethics  set  forth  in  the  Principles  of  Medi¬ 
cal  Ethics  of  the  American  Medical  Association.  An  up- 
to-date  expression  and  elaboration  of  these  statements  is 
found  in  the  Opinions  and  Reports  of  the  Judicial  Coun¬ 
cil  of  the  American  Medical  Association  ( I).  Psychia¬ 
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trists  arc  strongly  advised  to  be  familiar  with  these  docu¬ 
ments.' 

However,  these  general  guidJires  have  sometimes 
been  difficult  to  interpret  for  psychiatry,  sc  further  anno¬ 
tations  to  the  basic  principles  are  olfercd  in  this  docu¬ 
ment.  While  psychiatrists  have  the  same  goals  as  all  phy¬ 
sicians.  there  are  special  ethical  prob'ems  in  psyehiuliic 
practice  thai  differ  in  coloring  and  decree  from  ethical 
problems  in  other  branches  of  medical  practice,  even 
though  the  basic  principles  are  the  same.  The  annotations 
are  not  designed  as  absolutes  and  will  be  revised  from 
time  to  time  so  as  to  be  applicable  to  current  practices 
and  problems.  Although  the  material  appears  in  this 
form  for  the  firsi  time,  it  is  derived  from  the  wo.*  of 
many  committees. and  task  forces  over  the  years. 

Following  are  the  AMA  Principles  of  Medical  Ethics, 
printed  in  their  entirety,  ar.d  then  each  principle  printed 
separately  along  with  an  annotation  especially  applicable 
to  psychiatry. 


'Chapter  S.  Section  I  of  the  By-laws  of  'he  America.-  Psychiatric 
Association  stales:  All  members  ol  the  American  Psychiatric  Asso- 
auijon  shall  be  bound  bv  the  eih>. al  code  of  '.he  medical  prof-soon 
cspcci  illy  defined  mi  the  Principles  of  Medic..!  times  of  the  American 
Medical  Associalion  " 
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OFFICIAL  ACTIONS 


PRINCIPLES  OF  MEDICAL  ETHICS. 
AMERICAN  MEDICAL  ASSOCIATION 


PREAMBLE 

These  principles  are  intended  to  aid  physicians  individ¬ 
ually  and  collectively  in  maintaining  a  high  level  of  eth¬ 
ical  conduct.  Thcv  are  not  laws  hut  standards  by  vvhich  a 
physician  may  determine  the  propriety  of  hts  conduct  in 
his  relationship  with  patients,  with  cc  .'leagues.  with  mem¬ 
bers  of  allied  professions,  and  with  the  public. 

SECTION  I 

The  principal  objective  of  the  medical  profession  is  to 
render  service  to  humanity  with  full  respect  for  the  dig¬ 
nity  of  man  Physicians  should  merit  the  confidence  ol 
patients  entrusted  to  their  care,  rendering  to  each  a  full 
measure  of  service  and  devotion. 

SECTION  2 

Physicians  should  strive  continually  to  improve  medi¬ 
cal  knowledge  and  skill,  and  should  make  available  to 
their  patients  and  colleagues  the  benefits  of  their  profes¬ 
sional  attainments. 

SECTION  3 

A  physician  should  practice  a  method  of  healing 
founded  '.’ft  a  '■<•••*"'  if’-’  »i. .»■•:. * 

tartly  associate  professionally  with  anyone  who  violates 
this  principle. 

SECTION  4 

The  medical  profession  should  safeguard  the  public 
and  itself  against  physicians  deficient  in  moral  character 
or  professional  competence.  Physicians  should  observe 
all  laws,  uphold  the  digm.y  and  honor  of  the  profession 
and  accept  its  self-imposed  disciplines.  They  should  ex¬ 
pose,  without  hesitation,  illegal  or  unethical  conduct  of 
fellow  members  of  the  profession. 

SECTION  5 

A  physician  may  choose  whom  he  will  sene.  In  an 
emergency,  however,  he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care  of  a  patient,  he 
may  not  neglect  him;  and  unless  he  has  been  discharged 


he  may  discontinue  his  services  only  after  giving  ade¬ 
quate  notice.  He  should  not  solicit  patients. 

SECTION  6 

A  physician  should  nut  dispose  of  his  services  under 
terms  or  conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical  judgment 
and  skill  or  tend  to  cau.sc  a  deterioration  of  the  quality  of 
medical  care. 

SECTION  7 

In  the  practice  of  medicine  a  physician  should  limit  the 
source  of  his  professional  income  to  medical  services  ac¬ 
tually  rendered  by  him.  or  under  Ins  supervision,  to  his 
patients.  His  fee  should  be  commensurate  with  the  serv¬ 
ices  rendered  and  the  patient's  ability  to  pay.  He  should 
neither  pay  nor  teccive  a  commission  for  referral  of 
patients.  Drugs,  remedies  or  appliances  may  be  dispensed 
or  supplied  by  the  physician  provided  it  is  in  the  best  in¬ 
terest  of  the  patient. 

SECTION  8 

A  physician  should  seek  consultation  upon  request; 
in  doubtful  or  ditlicult  c^ses;  or  whenever  it  appears  that 
tne  quality  oi  mcoicai  service  may  dc  cr.nar.ccC  thereby. 

SECTION  9 

A  physician  may  not  reveal  the  confidences  entrusted 
to  him  in  the  course  of  medical  attendance,  or  the  defi¬ 
ciencies  he  may  observe  in  the  character  of  patients,  un¬ 
less  he  is  required  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  ol  the  individual 
or  of  the  community. 

SECTION  10 

The  honored  ideals  of  the  medical  profession  imply 
that  the  responsibilities  of  the  physician  extend  not  oniy 
to  the  individual,  but  also  to  society  where  these  responsi¬ 
bilities  deserve  his  interest  and  participation  in  activities 
which  have  the  purpose  of  improving  both  the  health  an' 
the  well-being  of  the  individual  and  the  community. 
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PREAMBLE 

These  principles  are  intended  to  aid  physicians  in¬ 
dividually  and  collectively  in  maintaining  a  high 
level  oj  ethical  conduct.  They  are  not  laws  Put  stan¬ 
dards  by  which  a  phvsician  mav  determine  the  pro¬ 
priety  of  his  conduit  in  Ins  relationship  with 
patients,  with  colleagues,  tilth  members  o/  allied 
professions,  and  with  the  public.1 

SECTION  I 

The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for 
the  dignity  of  man.  Physicians  should  merit  the  con¬ 
fidence  of  patients  entrusted  to  their  care,  rendering 
to  each  a  full  measure  of  service  and  devotion. 

The  patient  iruy  place  his  trust  in  his  psychiatrist 
knowing  that  the  psychiatrist's  ethics  and  professional  re¬ 
sponsibilities  preclude  him  from  gratifying  his  own  needs 
by  exploiting  the  patient.  This  becomes  particularly  im¬ 
portant  because  of  the  essentially  private,  highly  per¬ 
sonal,  and  sometimes  intensely  emotional  nature  of  the 
relationship  establisned  with  the  psychiatrist. 

The  requirement  that  the  physician  “conduct  himself 
with  propriety  in  his  profession  and  in  all  the  actions  of 
his  life"  is  especially  important  in  the  case  of  the  psychia¬ 
trist  because  the  patient  lends  to  model  his  behavior  after 
that  of  his  therapist  by  identification.  Further,  the  neces¬ 
sary  intensity  of  the  therapeutic  relationship  may  lend  to 
activate  sexual  and  other  needs  and  fantasies  on  the  part 
of  both  patient  and  therapist,  while  weakening  the  objec¬ 
tivity  necessary  for  control.  Sexual  activity  with  a  patient 
is  unethical. 

The  psychiatrist  should  diligently  guard  against  ex¬ 
ploiting  information  lurnished  by  the  patient  and  should 
r.ot  use  the  unique  position  01  power  aiforded  him  by  the 
psychotherapeutic  situation  to  influence  the  patient  in 
any  wav  not  directly  relevant  to  the  treatment  goals. 

Physicians  generally  agree  that  the  doctor-patient  rela¬ 
tionship  is  such  a  vital  factor  in  effective  treatment  of  the 
patient  that  preservation  of  optimal  conditions  for  devel¬ 
opment  of  a  sound  working  relationship  between  a  doctor 
and  his  patient  should  take  precedence  over  all  other  con¬ 
siderations.  Professional  courtesy  may  lead  to  poor  psy¬ 
chiatric  care  for  physicians  and  their  families  because  of 
embarrassment  over  the  lack  of  a  complete  give-and-take 
contract. 

SECTION  2 

Phvsicians  should  strive  continually  to  improve 

'  Suiemenls  in  u.iKs  are  nken  iirccilv  from  ihe  Ameru.jn  MciK.it 
Asvoculion'v  Principles  ol  Mcdic-il  fclh.es  or  jnnoijiiuns  thereto  1 1  > 


medical  knowledge  and  skill,  and  should  make  avail¬ 
able  to  their  patients  and  colleagues  the  benefits  of 
their prnjcssianal  attainments. 

Psychiatrists  are  icsponsible  for  their  own  continuing 
education  and  should  be  mindful  of  the  fact  that  theirs 
must  be  a  l.iciune  ol  learning. 


SECT  ION  .1  < 

■  I  ph  vsician  should  practice  a  method  of  healing 
founded  on  a  ri  icntific  basis  and  he  should  not  vol¬ 
untarily  asset  trie  ;  tojcssionuii)  *:th  anyone  who 
violates  this  p'u’cipie. 

SECTION  4 

The  medical  profession  should  sa  feguard  the  pub¬ 
lic  and  itself  against  physicians  deficient  in  moral 
character  or  professional  competence.  Physicians 
should  observe  all  laws,  uphold  the  dignity  and 
honor  of  the  profession  and  accept  its  self-imposed 
disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members  of  the 
profession. 

It  would  seem  self-evident  that  a  psychiatrist  who  is  a 
lawbreaker  might  be  cthicaily  unsuited  to  practice  his 
profession.  When  such  illegal  activities  bear  directly  upon 
his  practice,  this  would  obviously  be  the  case.  However, 
in  other  instances,  illegal  activities  such  as  those  con¬ 
cerning  the  right  to  protest  social  injustices  might  not 
bear  on  either  the  image  of  the  psychiatrist  or  the  ability 
of  the  specific  psychiatrist  'o  treat  his  oatient  ethically 
and  well.  While  no  committee  or  boaro  couio  otter  prior 
assurance  that  any  illegal  activity  would  not  be  consid¬ 
ered  unethical,  it  is  conceivable  that  an  individual  could 
violate  j  law  without  being  guilty  of  professionally  uneth¬ 
ical  behavior.  Physicians  lose  no  right  of  citizenship  on 
entry  into  the  profession  of  medicine. 

A  psychiatrist  who  regularly  practices  outside  his  area 
of  professional  competence  should  be  considered  unethi¬ 
cal.  Determination  of  professional  competence  should  be 
made  by  peer  review  boards  or  other  appropriate  bodies. 

Special  consideration  should  be  given  to  those  psychia¬ 
trists  who,  because  of  mental  illness,  jeopardize  (he  wel¬ 
fare  of  their  patients  and  their  own  reputations  and  prac¬ 
tices.  It  is  ethical,  even  encourjged,  for  another 
psychiatrist  to  intercede  in  such  situations. 

SECTION  5 

,-t  physician  may  choose  whom  he  will  serve  In  an 
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emergency,  however,  he  should  render  service  lit  the 
best  of  his  ability  lluuitg  undertaken  the  cure  of  a 
patient,  lie  may  tu  t  neghii  hint,  end  unless  he  hat 
rteen  Jischuteed  he  may  discontinue  his  services  only 
after  gtvin;;  adequate  notice  He  should  not  solicit 
patients. 

A  psychiatrist  should  not  be  a  party  to  any  type  of  pol¬ 
icy  that  excludes,  segregates,  or  demeans  the  dignity  of 
any  patient  because  of  ethnic  origin,  race,  sex.  creed,  age, 
or  socioeconomic  stat  us. 


SECTION  6 

A  physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere 
with  or  impair  the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  tend  to  cause  a  de¬ 
terioration  of  the  quality  of  medical  care. 

Contract  practice  as  applied  to  medicine  means  the 
practice  of  medicine  under  ar.  agreement  between  a  phy¬ 
sician  or  a  group  of  physicians,  as  principals  or  agents, 
and  a  corporation,  organization,  political  subdivision,  or 
individual  whereby  partial  or  full  medical  services  arc 
provided  for  a  group  or  class  of  individuals  on  the  basis 
of  a  fee  schedule,  for  a  salary,  or  for  a  fixed  rate  per  cap¬ 
ita. 

Contract  practice  per  sc  is  not  unethical.  Contract 
practice  is  unethical  if  it  permits  features  or  conditions 
that  are  declared  unethical  in  these  Principles  of  Medical 
Ethics  or  if  the  contract  or  any  of  its  provisions  causes 
deterioration  of  the  uuality  of  the  medical  services  ren¬ 
dered. 

The  ethical  question  is  not  the  contract  itself  but 
whether  or  not  the  physician  is  free  of  unnecessary  non- 
medical  interference.  The  ultimate  issue  is  his  freedom  to 
offer  good  quality  medical  care. 

In  relationships  between  psychiatrists  and  practicing 
licensed  psychologists,  the  physician  should  not  delegate 
to  the  psychologist  or,  in  fact,  to  any  nonmedicai  person 
any  matter  requiring  the  exercise  of  professional  medical 
judgment. 

When  the  psychiatrist  assumes  a  collaborative  or  su¬ 
pervisory  role  with  another  mental  health  worker,  he 
must  expend  sufficient  time  to  assure  that  proper  care  is 
given.  It  is  contrary  to  the  interests  of  trte  patient  and  to 
patient  care  if  he  allows  himself  to  be  used  as  a  fig¬ 
urehead. 

In  the  practice  of  his  specialty,  the  psychiatrist  con¬ 
sults.  associates,  collaborates,  or  integrates  his  work  with 
that  of  many  prof  ssionais.  including  psychologists,  psy¬ 
chometricians,  social  workers,  alcoholism  counselors, 
marriage  counselors,  public  health  nurses,  etc.  Further¬ 
more,  the  nature  of  modern  psychiatric  practice  extends 


his  contacts  to  such  people  as  teachers,  juvenile  and  adult 
probation  officers,  attorneys,  welfare  workers,  ag' 
volunteers,  ami  neighborhood  aides.  In  referring  patic. 
for  treatment,  counseling,  or  rehabilitation  to  any  of 
these  practitioners,  the  psychiatrist  should  ensure  that  the 
allied  professional  or  paraprofcsMonal  with  whom  he  is 
dealing  is  j  recogr.i/cd  member  of  his  own  discipline  and 
is  competent  to  carry  out  the  therapeutic  task  required. 
The  psychiatrist  should  have  the  same  altitude  toward 
members  ol  the  medical  profession  to  whom  he  refers 
patients.  Whenever  lie  has  reason  to  doubt  the  training, 
skill,  or  ethical  qualifications  of  the  allied  professional, 
the  psychiatrist  should  not  refer  cases  to  him. 

Also,  lie  should  neither  lend  the  endorsement  of  the 
psychiatric  specialty  nor  refer  patients  to  persons, 
groups,  or  treatment  programs  with  which  he  is  not  fa¬ 
miliar.  especially  if  i heir  work  is  based  only  on  dogma 
and  authority  and  not  on  scientific  validation  and  replica¬ 
tion. 

In  accord  with  the  requirements  of  law  and  accepted 
medical  practice,  it  is  ethical  for  a  phy  sician  to  submit  his 
work  to  peer  review  and  to  the  ultimate  authority  of  the 
medical  staff  executive  body  and  the  hospital  administra¬ 
tion  and  ns  governing  body. 


SECTION  7 

In  the  practice  of  medicine  a  physician  should 
limit  the  source  of  his  professional  income  to  medi¬ 
cal  services  actually  rendered  by  him.  or  under  his 
supervision,  to  his  patients.  His  fee  should  be  com¬ 
mensurate  with  the  services  rendered  and  the 
patient's  ability  to  pay.  He  should  neither  pay  nor 
receive  a  commission  for  referral  of  patients.  Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied 
bv  the  ohvsician  prodded  it  is  in  the  bvot  interests  of 
the  patient. 

The  psychiatrist  may  also  receive  income  from  admin¬ 
istration.  leaching,  research,  education,  and  consultation. 

Charging  for  a  missed  appointment  or  for  one  not 
cancelled  24  hours  in  advance  need  not.  in  itself,  be 
considered  unethical  if  a  patient  is  fully  advised  that 
the  physician  will  make  such  a  charge.  The  practice, 
however,  should  be  resorted  to  infrequently  and  al¬ 
ways  with  the  utmost  consideration  of  the  patient 
and  his  circumstances.  ‘ 

Psychiatric  services,  like  all  medical  services,  are  dis¬ 
pensed  in  the  context  of  a  contractual  arrangement 

'This  paragraph  is  rcpnrtcd  as  an  annotation  to  Section  7  , 

ANI  As  Opwutns  an  J  k  efforts  o J  theJjJmal  Council  ( l.  p.  39) 
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between  ihe  p.iiicni  and  the  treating  phvvieian.  The  pro¬ 
visions  of  the  eontraetu.il  arrangement,  which  are  bind- 
■  4  ing  00  the  physician  as  well  as  on  the  patient,  should  be 
'•/  explicitly  established. 

It  :s  ethical  tor  the  psychiatrist  to  make  a  charge  for  a 
iitUscd  appointment  when  this  falls  within  the  terms  ol 
the  specific  contractual  agreement  with  the  patient. 


SECTION  8 

.4  physician  should  seek  consultation  upon 
request:  in  doubtful  or  difficult  cases:  or  whenever 
it  appears  that  the  quality  of  the  medical  service 
may  be  enhanced  thereby. 

The  psychiatrist  should  agree  to  the  request  of  a 
patient  lor  consultation  or  to  such  a  request  from  the 
family  of  an  incompetent  or  minor  patient.  The  psychia¬ 
trist  may  suggest  possible  consultants,  but  the  patient  or 
family  should  be  given  free  choice  of  the  consultant.  If 
the  psychiatrist  disapproves  of  the  professional  qualifica¬ 
tions  of  the  consultant  or  if  there  is  a  dillerence  of  opin¬ 
ion  that  the  primary  therapist  cannot  resolve  he  may.  af¬ 
ter  suitable  notice,  withdraw  from  the  case.  If  this 
disagreement  occurs  within  an  institution  or  agency 
framework,  the  differences  should  be  resolved  by  the  me¬ 
diation  or  arbitration  '  higher  professional  authority 
within  the  institution  or  agency. 


SECTION  9 

A  physician  may  not  reveal  the  confidences  en¬ 
trusted  la  him  in  the  coatee  of  medical  attendance, 
or  the  deficiencies  he  may  observe  in  the  character  of 
patients,  unless  he  is  required  to  do  so  by  law  or  un¬ 
less  it  becomes  necessary  in  order  to  protect  the  wel¬ 
fare  of  the  individual  or  of  the  community. 

Psychiatric  records,  including  even  the  identification  of 
a  person  as  a  patient,  must  be  protected  with  extreme 
care.  Confidentiality  is  essential  to  psychiatric  treatment. 
This  is  based  in  part  on  the  special  nature  of  psychiatric 
therapy  as  well  as  on  the  traditional  ethical  relationship 
between  physician  and  patient.  Growing  concern  regard¬ 
ing  the  civil  rights  of  patients  and  the  possible  adverse  ef¬ 
fects  of  computerization,  duplication  equipment,  and 
data  banks  makes  the  dissemination  of  confidential  infor¬ 
mation  an  increasing  hazard.  Because  of  the  sensitive  and 
private  nature  of  the  information  with  which  the  psychia¬ 
trist  deals,  he  must  be  circumspect  in  the  information 
that  he  chooses  to  disclose  to  others  about  a  patient.  The 
welfare  of  the  patient  must  be  a  continuing  consideration. 

A  psychiatnst  may  release  confidential  information 


only  with  the  authorization  of  the-putient  or  under  proper 
legal  compulsion  I  lie  continuing  duty  of  tf  :  psychiatrist 
to  protest  the  patient  includes  fully  apprising  him  of  the 
connotations  of  waiving  the  privilege  ol  privacy.  This 
may  become  an  issue  when  the  patient  is  being  investi¬ 
gated  by  a  government  agency,  is  applying  lor  a  position, 
or  is  involved  in  legal  action.  The  same  principles  apply 
to  the  release  of  information  concerning  treatment  to 
medical  departments  of  government  agencies,  business 
organizations,  labor  unions,  and  insurance  companies. 
Information  gained  in  confidence  about  patients  seen  in 
student  health  services  should  rot  be  released  without  the 
student's  explicit  permission. 

Clinical  and  other  materials  used  in  teaching  and  writ¬ 
ing  must  he  adequately  disguised  in  order  to  preserve  the 
anonymity  of  the  individuals  involved. 

The  ethical  responsibility  of  maintaining  con¬ 
fidentiality  holds  equally  for  the  consultations  in  which 
the  patient  may  not  have  been  present  and  in  which  the 
consultce  was  not  a  physician.  In  such  instances,  the  phy¬ 
sician  consultant  should  alert  the  consulted  to  his  duty  of 
confidentiality. 

Ethically  the  psychiatrist  may  disclose  only  that  infor¬ 
mation  which  is  immediately  relevant  to  a  given  situ¬ 
ation.  He  should  avoid  offering  speculation  as  fact.  Sensi¬ 
tive  information  such  as  an  individual's  sexual 
orientation  or  fantasy  material  is  usually  unnecessary. 

Psychiatrists  are  often  asked  to  examine  individuals 
for  security  purposes,  to  determine  suitability  for  various 
jobs,  and  to  determine  legal  competence.  The  psychiatrist 
must  fully  describe  the  nature  and  purpose  and  lack  of 
confidentiality  of  the  examination  to  the  examinee  at  the 
beginning  of  the  examination. 

Psychiatrists  at  times  may  find  it  necessary,  in  order  to 
protect  the  patient  or  the  community  from  imminent 
danger,  to  reveal  confidential  information  disclosed  by 
the  patient. 

Careful  judgment  must  be  exercised  by  the  psychiatrist 
in  order  IllWlUtiC,  »•  livli  tfppiwpl  llltw.  Vile  %J  t 

guardian  in  the  treatment  of  a  minor.  At  the  same  time 
the  psychiatrist  must  assure  the  minor  proper  con¬ 
fidentiality. 

When  the  psychiatrist  is  ordered  by  the  court  to  reveal 
the  confidences  entrusted  to  him  by  patients  he  may  com¬ 
ply  or  he  may  ethically  hold  the  right  to  dissent  within  the 
framework  of  the  law.  When  the  psychiatrist  is  in  doubt, 
the  right  of  the  patient  to  confidentiality  and.  by  exten¬ 
sion.  to  unimpaired  treatment,  should  be  given  priority. 
The  psychiatrist  should  reserve  the  right  to  raise  the  ques¬ 
tion  of  adequate  need  for  disclosure.  In  the  event  that  the 
necessity  for  legal  disclosure  is  demonstrated  by  the 
court,  the  psychiatrist  may  request  the  right  to  disclosure 
of  only  that  information  which  is  relevant  to  the  legal 
question  at  hand. 


SECTION  10 

The  honored  ideals  of  the  medical  profession  im- 
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ply  that  the  responsibilities  of  the  phxstctan  extend 
not  only  to  the  indmduai.  but  also  to  soviets  where 
these  responsibilities  deserve  his  interest  and  partici¬ 
pation  in  activities  which  have  the  purpose  oj  im¬ 
proving  both  the  health  and  the  weil-betng  of  the  in¬ 
dividual  and  the  community. 

Psychiatrists  should  foster  the  cooperation  of  those  le¬ 
gitimately  concerned  with  the  medical,  psychological,  so¬ 
cial.  and  legal  aspects  of  mental  health  and  illness.  Psy¬ 
chiatrists  are  encouraged  to  serve  society  by  advising  and 
consulting  with  the  executive,  legislative,  and  judiciary 
branches  of  the  government.  A  psychiatrist  should  clan!) 
whether  he  speaks  as  an  individual  or  as  a  representative 
of  an  organisation.  Furthermore,  psychiatrists  should 
avoid  clouding  their  public  statements  w  ith  the  authority 
of  the  profession  i  e.g..  “Psychiatrists  know  that. .  ."). 

Psychiatrists  may  interpret  and  share  with  the  public 
their  expertise  hi  the  various  psychosocial  issues  that  may 
•afTect  mental  health  and  illness.  Psychiatrists  should  al¬ 
ways  be  mindful  of  their  separate  roles  as  dedicated  citi¬ 
zens  and  as  experts  in  psychological  medicine. 


On  occasion  psychiatrists  are  asked  for  an  opim 
about  an  ir.dii  iJujI  ..ho  is  in  the  light  of  public  attention, 
or  who  njs  disclosed  information  about  himseif  through 
public  media.  It  is  unethical  for  a  psychiatrist  to  offer  a 
diagnosis  unless  he  lias  conducted  an  examination  and 
has  been  t  rarted  proper  authorization  for  such  a  state¬ 
ment. 

The  psychiatrist  should  not  permit  his  certification  to 
be  used  for  the  involuntary  commitment  of  any  person 
except  when  this  is  clearly  necessary  for  the  patient's  own 
protection  or  the  protection  of  others  from  probable  in¬ 
jury  at  the  patient's  hands. 


“A  complaint  concerning  the  behavior  of  a  member  of 
this  Association  shall  be  in  writing,  signed  by  the  com¬ 
plainant.  and  tiled  -vah  the  Secretary"  (Chapter  10.  Sec¬ 
tion  I,  By-Laws.  American  Psychiatric  Association.) 

REFERENCE. 

I.  Judicial  Council.  A  meric  jn  Medical  Association-  Opinions  and  Re¬ 
ports  or  the  Judicial  Council.  Chicago.  AMA,  1971 
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A  complaint  concerning  the  behavior  ol  a  member  ol 
■  this  •Association  shall  be  in  writing,  signed  by  the  com¬ 
plainant,  and  filed  with  the  Secretary  The  Secretary 
shall  refer  it  to  the  appropriate  district  branch  for  inves¬ 
tigation  and  action.  The  Secretary  shall  notify  the  ac¬ 
cused  member  that  he  has  received  such  a  complaint 
and  has  forwarded  it  to  the  member's  local  district 
branch,  and  shall  inform  the  accused  member  ol  his 
right  to  appeal  any  forthcoming  action  to  the  Board  ol 
Trustees. 

The  district  branch  may  appeal  to  the  Board  ol  Trus¬ 
tees  tor  relief  from  responsibility  for  considering  any 
complaint. 

The  complainant  shall  have  the  right  ot  appeal  to  the 
Board  tor  reconsideration  ol  the  decision  ol  the  district 
branch.  (Chapter  10.  Section  1,  By-Laws,  American  Psy¬ 
chiatric  Association,  1973  Revision) 

A  complaint,  as  noted  above,  must  be  written,  must  be 
signed  by  the  complainant,  and  must  be  filed  with  the 
Secretary  of  the  Association. 

f.  Secretary 

A.  Clarifies  the  complaint  and  relates  it  to  violation  of 
a  specific  section  of  the  Principles  of  Medical  Ethics 
with  APA's  Annotations  Especially  Applicable  to 
Psychiatry. 

B.  Indicates  the  membership  status  of  the  defendant. 

C.  Refers  it  to  the  appropriate  district  branch  for  in¬ 
vestigation  and  action. 

0.  Sends  the  material  to  the  Ethics  Committee  tor 
information. 

E.  Notifies  the  accused  member  that  he  has  received 
a  complaint  and  has  forwarded  it  to  the  member's 
local  district  branch,  informing  the  accused  member 
of  his  right  to  appeal  any  forthcoming  action  to  the 
Board  ot  Trustees. 

F.  Notes  that  a  charge  has  been  filed  and  will  be 
investigated  by  the  assigned  district  branch. 

G.  Notes  to  the  district  branch  the  right  of  the  com¬ 
plainant  ana  the  defendant  to  representation  by 
counsel. 

II.  District  Branch 

A.  Ro|OC;a  the  assign. npn*  and  ro*..r|-,s  •main* 

to  Board  ol  Trustees  under  certain  circumsiances 
(possible  reasons:  defendant  is  member-at-large  or 
the  nature  of  the  complaint  justifies  a  change  of 
venue). 

B.  Investigates  the  complaint,  permitting  both  the 
defendant  and  complainant  to  be  heard,  with  repre¬ 
sentation  by  counsel  it  requested. 

C.  Determines: 

1. The  complaint  to  be  without  merit  and  recom¬ 
mends  that  it  be  dismissed 

2.  That  the  complaint  has  been  sustained  and  the 
defendant  is  found: 

(a)  Not  guilty 

(b)  Guilty,  with  the  following  alternatives: 

(1)  Admonishment 


(2)  Reprimand 

(3)  Suspension  from  membership  tor  a  spe- 

citic  period  of  time 

(4)  E -pulsion  from  the  district  branch 

D.  Notit.es  the  Board  ol  Trustees,  which 

1.  Sends  information  to  the  national  Ethics  Com¬ 
mittee 

2.  Tj-  ns  action  on  recommendations  ol  the  district 

Dr  sre* 

3  Notifies  the  complainant  and  the  defendant  ol 

the  action?  t ne", 

III.  National  Ethics  Committee 

If  the  '-ase  is  sent  by  the  Board  ot  Trustees  to  the 
national  Ethics  Committee  it  may,  in  investigating  a  com¬ 
plaint.  designate  two  Fellows  not  on  the  committee  to 
serve  as  investigators  Any  member  under  investigation 
Shall  be  entitled  30  days’  notice  n  writing,  advising 
him  of  the  charges,  ano  the  date  ana  place  of  the  hear¬ 
ing  before  the  Etmcs  Committee.  He  shall  have  the  right 
to  personal  appearance  ana  determination.  The  final 
action  taken  by  the  Eth  cs  Committee  is  a  recommenda¬ 
tion  to  the  Board  o*  Trustees.  The  Board  of  Trustees  will 
then  inform  the  district  branch  of  :ts  action  so  that  the 
appropriate  parallel  action  may  be  taken. 

The  committee  may: 

A.  Determine  that  the  complaint  is  without  merit  and 
recommend  that  it  be  dismissed. 

B.  Advise  the  Board  that  a  complaint  has  been  sus¬ 
tained  and  recommend  that  the  member  be  admon¬ 
ished,  reprimanded,  suspended  from  membership  for 
a  specific  period  of  time,  or  expelled  from  the 
Association. 

The  Board  of  Trustees  informs  the  district  branch  of 
Its  action  so  that  an  appropriate  parallel  action  may 
be  taken. 

IV.  Appeal  Procedure 

A  disciplined  member  may  appeal  to  the  membership 
by  filing  a  notice  of  such  intent  with  the  Secretary  within 
30  days  after  notification  ol  the  ac'ion  of  the  Board.  Ex- 
puueu  iiicinoeis  snai*  ue  aeruea  all  memoersr.ip  privi¬ 
leges  pending  the  appeal.  All  other  penalties  shall  be 
suspended  pending  the  appeal.  Appeals  shall  be  heard 
at  the  next  Annual  Meeting  at  a  session  attended  only 
by  voting  members  and  the  necessary  secretarial  staff 
selected  by  the  President.  The  member  shall  have  the 
right  to  be  heard  and  to  be  represented.  If  two-thirds  of 
those  present  vote  by  secret  written  ballot  to  reverse  the 
Board's  action,  the  complaint  shall  be  dismissed. 

NOTE — Alternate  IV.  Appeal  Procedure 

If  the  defendant  or  complainant  appeals  within  30 
days  after  notification  of  the  action  of  the  district  branch, 
the  national  Ethics  Committee  proceeds  as  m  III  above, 
and  in  addition  reviews  the  procedure  of  the  district 
branch.  The  final  appeal  may  be  to  the  general  member¬ 
ship. 
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OFFICE  OF  THE  ASSISTANT  SECRETARY  OF  DEFENSE 
(HEALTH  AFFAIRS) 


I* 


A-9 


Telephonic  Survey  of  the  Recent  Champus  Experience  of 
Local  Hospitals  in  the  Washington,  D.C.  area: 


1.  Hospital  #1:  Deposits:  AD  140 

Adult  open  ward  $1550 
Ado  '  ,  cent  1  850 

Child  2100 

C 1  e> :  m  •  v  1  . .  !  ■  j  26  0  0 

A  1  c  j! i oJ  ;  100 


Comments:  "Extremely  slow"  "3  ,r.ont  ,j.;  hind  <n  payments." 

"Not  uncommon  to  lone  cl  a '.ms  -and  after  many 
calls  to  Roanoke- - they  would  ask  u::  to  submit 
duplicate  cla :ms- -th  is  has  happened  at  one 
point  in  about  45%  of  our  claims." 

"Host  insurance'  coinpan  ies  pay  in  30-45  days 
after  submission  of  claim." 

"Payments  from  CHAMPUS  are  often  incorrect-- 
either  over  or  under  payment  with  no  rhyme 
or  reason." 

"It  costs  our  hospital  money  not  to  have 
claims  processed  efficiently." 

“We  don't  have  guidelines  for  CHAMPUS." 

2.  Hospital  #2: 

Comments:  No  deposit  if  .insured,  "No  problem  with 
payments."  Eight  to  twelve  weeks  delay 
after  submission  of  cla'm  but  of  no  concern 
to  business  office. 

3.  Hospital  #3: 

Comments:  No  deposit  required  if  person  has  insurance. 

Recently  many  claims  they  have  submitted  are 
being  returned  for  many  reasons  (50%). 

Claims  are  paid  1-2  months  after  submission. 
Generally  no  problems  felt  with  CHAHPUS. 

4.  Hospital  #4:  Deposits:  AD  None 

Retired  $600 

Comments:  "We  do  have  problems  with  them." 

"They  (CHAMPUS  or  Blue  Cross  of  Maryland  in 
Baltimore)  often  have  trouble  in  identifying 
persons." 
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Telephonic  Survey  of  the  Recent  Champus  Experience  of 
Local  Hospitals  in  the  Washington,  D.C.  area: 


4.  Hospital  J4  (continued) 

Comments:  'There  are  occasional  loss  of  claims  and  delays 
in  making  payments--2  mont hs+ . "  Normally  in¬ 
surance  company  makes  payment  within  30  days 
after  submission  of  claim. 

Another  problem  is  "no  one  to  call  who  is  in 
charge"  "30%  of  claims  are  significantly  delayed 
or  returned." 

5.  Hospital  #5: 

Comments:  No  deposit  required  if  insured. 

"Don't  do  that  much  business  with  CHAMPUS." 
"Takes  60-90  days  if  lucky  to  receive  payment 
after  submission  of  claim." 

They  promised  a  Handbook  a  year  ago — haven't 
received  it. 


6.  Hospital  #6: 

Comments:  No  deposit  for  AD  or  retired. 

No  problem  with  CHAMPUS. 

7.  Hospital  #7:  Deposits:  AD  $  100 

Retired  4209 

Comments:  They  file  monthly--hardl y  no  denials. 

They  have  claims  processed  in  one  month. 

Not  dissatisfied  with  CHAMPUS. 

8.  Hospital  18:  Deposits:  required  for  retired:  $200-300. 

Comments:  Blue  Cross  in  Maryland  has  been  behind  2-3 
months--wh ich  causes  a  problem  in  tieing  up 
cash  flow. 

i 
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DEPARTMENT  OF  THE  ARMY 

f  |1  IbIMONS  ARMY  MEDICAL  Cl.NUU 
DENVER.  COLORADO  80/40 


A- 10 


30  March  197° 


Terry  E.  9ug  ,n 
Mill  Falls  Run  Road 
Mo!«an,  VA  ?2i0? 

I  have  completed  a  phone  survey  of  the  five  area  hospitals  we  are  most  likely 
t  refer  dependents  and  retired  to  for  admission  in  the  Denver  area.  They 
exclude  some  fine  residential  prorrams  that  are  riot  qualified  for  or  refuse 
t..  request  qualifications  for  CHAM ’US  fundin'.  IV.  of  the  hospitals  are 
■  •eneral  private  hospitals  with  all  other  services  s*ui  neither  reported 
c.i  fferential  slowdowns  in  payment  for  patient:  .  ,i<y  *.•  rs  ju  other 

services.  All  information  war.  collected  with  ••  he  guarantee  of  anonymity  as 
t~.  the  hospit  ,  however,  no  fine  had  refused  -  -  hesitated  to  conn orate  in 
answering  questions  prior  to  being  Riven  information. 

’Jo  practitioner  on  any  hospital  staff  refused  to  accept  CilAMPUE  natients 
al  though  most  are  unhappy  with  the  79-^5$  reimbursement  by  CHAMFUfl.  None  of 
the  hospitals  refused  to  accept  CHAMPIM  patients  e.  cent  the  residential 
programs  as  above  and  only  one  requires  a  deposit;  a  deposit  covering  the 
deductible  for  the  projected  length  of  stay  is  required  of  all  patients  when 
a  third  par*v  payer  is  involved.  One  hospital  was  audited  by  a  of A  auditor 
op  behalf  of  CHAMPUS  -  the  majority  of  their  "  harity"  cases  rotated  to 
•'HAMHJS  beneficiaries  who  could  not  pay  their  ;••'}-?*  That,  hospital  has  a 

committee  to  determine  such  hardship  eases  and  works  to  find  auxiliary  funding 
i.i  the  community. 

'rilv  one  hospital  reported  a  cash  flow  problem  an!  that  was  six  months  ago. 

The  majority  of  hospitals  report  such  a  low  percentage  of  CHAMPUS  cases  that 
the  delay  in  payment  has  little  effect  on  thei r  cash  flow. 

The  delays  i'n  payment  are  increasing  and  ranee  •’rom  as  low  as  60  days  to  well 
over  90  days  with  the  usual  range  reported  to  be  6o  to  no  days.  This  contrast 
to  the  "Rlues"  who  generally  pay  within  19  t  i  • 9  days  except  at  one  hospital 
where  the  "Blues"  are  reported  as  "no  better  than  CliAUl’llS" .  The  general 
consensus  is  that  the  delays  are  getting  longer.  One  hospital  reported  a  good 
deal  of  delay  was  caused  by  their  own  inefficiency  in  processing  claims,  but 
ne  reported  difficulty  in  determining  what  is  requi red  on  the  CHAMPUS  forms 
despite  years  of  experience  with  this  system.  They  often  feel  as  if  they're 
trying  to  outguess  some  clerk  in  the  fiscal  intermeii ary  office.  The  common 
complaint  was  that  the  forms  would  be  returned  in  the  60  to  99  day  period  with 
requests  for  more  information — it  seemed  to  the  reporters  an  excessive  delay 
in  asking  for  further  information  to  be  follows!  b,v  further  delay  in  process¬ 
ing  the  claim.  Three  hospitals  complained  of  lack  of  a  toll  free  line  to  the 
fiscal  intermediary  stating  that  phone  calls  were  often  necessary  to  iron  out 
problems  and  were  very  expensive. 
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One  hospital  seems  to  have  a  very  difficult  time  obtaining  nonavailability 
statements.  Another  is  concerned  about  problems  related  to  a  patient 
refusing  to  give  them  his  "CHAMPUS  card"  and  the  legality  of  making  copies 
of  these  as  requested  by  the  Fiscal  Intermedi ary . 

L'ne  hospital  recommended  a  mandatory  supplemental  insurance  program  for 
retired  and  perhaps  active  duty  as  well  to  c over  th'-  CO-25/*  deductible. 

A  need  for  guidelines  and  someone  to  turn  to  were  identified  as  needs  along 
with  the  toll  free  phone  line. 

Arbitrary  limits  which  leave  some  patients  only  partially  treated  when  the 
family  cannot  or  will  not  continue  therapy  after  the  end  of  CHAMPUS  benefits 
often  results  in  massive  waste  as  the  treatment  gains  are  lost  following  dis¬ 
charge  from  the  hospital. 

Ex  post  facto  refusal  to  pay  was  not  identified  as  a  major  issue. 

From  the  GSA  auditors'  report  at  one  hospital  it  was  fmrnid  that  there  seems 
to  be  a  lack  of  intermediate  care  facility  resulting  in  very  expensive 
hospital  treatment  or  no  treatment  at  all  for  come  patients — especially 
adolescents . 

Lastly,  most  hospitals  are  and  expect  to  continue  to  be  willing  to  accept 
CHAMPUS  patients  as  when  payment  is  made,  it  is  usually  correct,  and  most 
hospitals  feel  certain  that  they  will  be  paid  eventually.  This  was  the 
only  positive  statement  made  by  any  of  the  hospitals. 

Hopefully,  this  fits  well  with  your  own  findings  and  will  support  the  notion 
of  a  widespread  problem  rather  than  one  confined  to  the  DC  area.  If  I  can  be 
of  any  further  assistance,  please  give  me  a  call  or  drop  a  line. 

X*  ^  «-  -> 

hOBERT  g.  bi.eck,  md 

LTC,  MC,  Department  of  Psychiatry 
Fitzsimons  Army  Medical  Center 
Denver,  CO  802^0 


i 
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TASK  GROUP  6 


WOMEN  IN  THE  ARMY 


Group  Members: 

LTC  Jesse  J.  Harris,  D.S.W.,  Team  Leader 
COL  Bob  Nichols,  Ph.D. 

1LT  Mike  Spradlin,  M.S.W. 
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SOLE  PARENTHOOD  FAMILIES 
(Change  9  AR-600-20) 

Sole  parenthood  is  a  fact  of  life  in  the  United  States  doday. 

More  than  ever  before  the  United  States  Anry  reflects  what  appears 
to  be  a  representative  sample  of  the  work  force.  Therefore  the  Arrry 
will  have  an  increasing  number  of  sole  parents.  If  the  Army  is  to 
accept  sole  parents  as  part  of  it's  uniformed  family  it  must  be  aware 
that  this  is  a  population  at  risk.  Events  may  occur  in  the  "good" 
soldiers'  family  life  that  renders  the  best  thought  out  family  plan 
useless,  i.e.  illness  of  child. 

Military  life  and  operations  create  special  stresses  for  military 
families.  Therefore  military  support  services  must  be  available  to 
them  in  order  to  maintain  an  effective  fighting  force.  Based  upon  the 
above  assumptions  the  task  force  recommends  the  following: 

1.  That  behavioral  scientists  become  aware  of  regulations, 
restrictions,  resources  and  problems  facing  the  sole  parent  in  the  Army. 

2.  That  behavioral  scientists  make  the  commanders  aware  of  existing 
resources  which  are  available  for  sole  parent  families  in  case  of  military 
emergency,  (to  include  their  limitations) 

3.  That  behavioral,  scientists  make  recommendations  to  commanders  of 
additional  support  requirements  needed  for  sole  parent  families  in  case  of 
emergency. 
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4.  Individual  counselling  should  be  made  available  to  sole 
parents  by  professionals. 

5.  Qnergency  child  care  must  be  made  available.  This  may 
include  24  hour,  seven  day  a  week  care  in  some  cases. 

6.  Constitute  a  task  force  to  address  in  depth  the  impact  of 
military  life  on  the  child  of  the  sole  parent  family. 

7.  That  a  determination  be  made  to  answer  the  question:  Who 
has  ultimate  responsibility  regarding  child  welfare,  the  Army  or 
the  parent? 


ABORTION 


As  the  number  of  women  soldiers  increase  it  can  be  expected  that 
the  number  of  pregnancies  and  abortions  will  increase.  In  order  to 
maintain  an  effective  fighting  force  It  is  recommended  that  the  Surgeon 
General  accept  the  following  reconrnendations: 

1.  That  the  statute  affecting  abortions  in  military  hospitals 
be  amended  to  provide  for  abortions  on  demand  for  all  military  women 
on  active  duty. 

Rational. 

a.  The  increasing  pregnancy  rate  (12%  in  1976  to  15%  in 
1977)  suggest  that  an  increasing  number  of  women  will  desire  and  seek 
termination  of  their  pregnancy. 

b.  It  will  reduce  the  attrition  rate  of  trained  personnel. 

c.  It  may  reduce  the  increasing  rate  of  sole  parent  families. 

d.  It  should  have  a  positive  effect  with  respect  to  deploy¬ 
ability. 

e.  It  is  more  equitable  with  respect  to  gender  treatments. 

2.  Provide  abortion  on  demand  for  all  personnel  (military  and 
dependents)  in  isolated  areas  or  where  abortions  are  not  otherwise 
available. 
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INTEGRATED  UNITS 


Behavioral  scientists  must  assure  that  Comnanders  are  aware  of 
the  following  areas  which  are  believed  to  inpact  negatively  on  unit 
effectiveness : 

1.  Fraternization  (especially  cadre  with  trainees). 

2.  Physical  differences  and  capabilities  between  male  soldiers 
and  female  soldiers. 

3.  Differences  in  illness  behavior  patterns. 

4.  Attitudinal  differences  with  respect  to  task  given. 

5.  Differences  in  male  and  female  expectations  with  respect  to 
what  Army  life  is  all  about. 

6.  Intellectual  and  age  differences;  women  scoring  higher  on  GT 
tests  and  being  older  than  the  average  male  at  entry. 

7.  Differences  in  socialization  between  male  and  female  prior  to 
entry  into  service. 

8.  Differences  in  clothing  requirements  especially  field  clothing. 

9.  Differences  in  equipment  requirement  and  fit. 

10.  Differences  in  requirements  for  physical  security  especially  in 
the  billets. 

These  differences  which  are  found  or  suspected  between  male  soldiers 
and  female  soldiers  should  not  be  considered  as  permanent,  especially 
those  in  attitude  and  capability.  Indeed  there  will  be  as  wide  a  variability 


119 


rr 


among  females  as  we  find  among  males.  Corrmanders  should  be  made  aware 
that  there  will  be  more  similarity  between  the  genders  than  differences. 
However,  where  differences  are  expected  to  exist,  programs  should  be 
available  to  modify  those  differences  when  they  are  cost  effective,  or 
to  teach  cormanders  to  capitalize  on  those  differences  when  they  are 
cost  effective.  In  addition,  Conmanders  should  be  aware  of  the  possi¬ 
bility  for  favoritism  based  on  gender  and  should  as  far  as  possible 
strive  for  a  staff  of  support  personnel  whose  ratio  is  similar  to  that 
of  the  target  population. 
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WOMEN  IN  COMBAT 


Recormendat  ion : 

1.  That  Department  of  the  Amy  create  a  research  team  corrprised 
of  behavioral  scientists  to  include  those  who  are  ccnbat  experienced 
to  study  the  question  of  the  psychological  and  sociological  factors 
impacting  on  the  effectiveness  of  women  in  combat. 

2.  If  the  above  recommendation  is  not  feasible,  task  the 
Academy  of  Health  Sciences,  Health  Care  Studies  Division,  to  conduct 
a  literature  search  and  present  its  conclusions. 

FRATERNIZATION 
(AR  600-20) 


Recommendation: 

Support  the  broad  language  of  a  recent  DA  message,  Subject: 
Relationship  Among  Superiors  and  Subordinates. 
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TASK  GROUP  7:  LEGAL  ISSUES  PERTAINING  TO  INVOLUNTARY  HOSPITALIZA- 
TION  OF  MILITARY  PERSONNEL 


Group  Members: 

Albert  A.  Kopp,  COL,  MC 
William  F.  Schultheis,  LTC,  MC 
Glen  Olson,  CPT,  MS 
Robert  Heffer,  CPT,  MS 
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AR  140-3,  Paragraphs  2-1  (Proposed  Revision) 


( 


Patients  will  be  admitted  for  psychiatric  inpatient  evaluation  and 
treatment  under  restrictions  when  they  demonstrate  the  signs  And  symptoms 
of  a  psychiatric  disorder  that  renders  them  dangerous  to  self  or  others 
and  to  alleviate  undue  emotional  suffering. 

They  are  also  to  be  admitted  for  the  purpose  of  careful  and  close 
psychiatric  observation  to  determine  whether  such  conditions  do  exist. 

The  reason  for  admission  must  be  clearly  stated  in  the  clinical  record. 

The  patient  will  be  provided  with  an  individualized  treatment  plan 
which  will  assure  the  minimal  degree  of  restriction  and  involuntary  care 
considered  medically  indicated  for  the  condition. 


Afi  600-20,  Section  IV,  Paragraphs  5-3^  (Proposed  Revision) 


d.  Hospitalization  when  competent  therapeutic  care  and  supervision  is 
necessary  to  achieve  protection  of  the  patient  or  others  from  ha.vn.  This 
determination  will  be  made  by  the  psychiatrist.  In  the  absence  of  a  psy¬ 
chiatrist,  the  attending  physician  with  consultation  from  the  designated 
mental  health  professional  (Social  Work  Officer,  Clinical  Psychologist, 
Clinical  Nurse  Specialist/Clinical  Nurse  Practitioner)  will  determine  the 
level  of  involuntary  care  required  while  adhering  to  the  policy  of  least 
restrictive  care  necessary  in  that  individual  patient's  case. 

e.  (Specifically  revised  to  avoid  definition  of  incompetence  with 
its  probable  legal  entanglements.) 

Medical  care  related  to  mental  disorders,  the  symptoms  of  which 
as  determined  by  a  Medical  Board  severely  compromise  the  patient’s  ability 
to  cope  rationally,  effectively,  and  safely  with  the  demands  of  their 
environment  to  include  the  treatment  setting. 


TASK  GROUP  8 

Sexual  Variants  and  Deviations  in  the  Army 


This  task  force  presented  the  complicated  problem  of  combining  psychiatric 
knowledge,  attitudes  of  society,  official  DA  stances,  and  legal  pressures 
to  evolve  changes  in  regulations  of  sexual  deviations. 

The  current  regulations  prescribe  differences  in  the  treatment  of  officers 
and  enlisted  people  as  to  who  should  do  the  mental  status  evaluation,  re¬ 
sponses  if  overt  homosexual  behavior  has  occurred,  and  the  problem  of  homo¬ 
sexual  tendencies  without  overt  acts. 

One  question  raised  in  current  court  cases  such  as  Matlevich  and  Berg  is 
what  the  individual's  quality  of  service  and  also  usefulness  to  the  service 
has  been.  One  of  the  standard  arguments  against  retaining  homosexuals  in 
the  military  has  been  that  they  present  security  risk.  The  majority  of 
evidence,  however,  that  servicemen  with  large  debts  or  who  are  alcoholic  are 
the  greatest  security  risks. 

In  formulating  recommendations  for  regulations,  the  main  consideration  was 
the  degree  of  harmfulness  to  others.  These  were  mainly  grouped  into  harm¬ 
ful  sexual  behaviors,  such  as  sexual  acts  with  children,  rape,  intimidation 
of  others  in  barracks  or  units,  and  sadomasochism.  An  intermediate  group 
of  nuisance  acts  includes  exhibitionism,  voyeurism,  and  obscene  phone  calls. 
The  third  group,  which  don't  seem  to  harm  others  includes  mutually  homo¬ 
sexual  acts  in  private,  fetishism,  transsexual,  and  transvestitism. 

Transsexualism  seems  to  fall  in  a  unique  category  and  is  difficult  to  cat¬ 
egorize  in  Army  regulations.  It  could  best  be  subsumed  in  AR  40-501  induc¬ 
tion  standards  with  requirements  for  a  psychological  and  medical  evaluation 
for  fitness  for  indiction.  Transsexuals  should  be  evaluated  on  an  individual 
basis  because  of  current  controversial  data  on  psychological  health  of  trans¬ 
sexuals,  higher  degree  of  psychosis  and  suicide,  medical  and  surgical  re¬ 
quirements  and  complications,  and  possible  effects  on  unit  morale.  The  courts 
are  currently  struggling  with  the  issues  of  marriage  to  a  transsexual,  legal 
rights,  and  ability  to  adopt  children. 

The  regulations  covering  homosexuality  are  635-200  for  enlisted  men  and 
635-100  for  officers.  It  was  generally  the  task  force  opinion  that  officers 
and  enlisted  regulations  be  the  same.  It  is  currently  unclear  whether  homo¬ 
sexuality  is  a  medical  diagnosis  since  the  change  in  1975  in  DSMII  by  the  APA. 
The  Army  regulations  (635-200,  Chap  1-30)  calls  for  medical  evaluation  by  a 
mental  health  workers,  with  referral  to  a  psychiatrist  if  indicated.  This 
still  sounds  appropriate  for  both  categories  of  personnel.  Chapter  13-42 
which  addresses  unsuitability  should  be  amended  to  read  "Overt  homosexual  acts 
or  other  sexual  variations  (including,  but  not  limited  to  transvestitism, 
fetishism,  voyeurism,  exhibitionism)  which  are  shown  to  be  detrimental  to 
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member's  ability  to  perform  duty."  The  regulation  pertaining  to  misconduct 
(635-200,  Chapt  14-33)  should  not  include  homosexuality,  which  would  be  cov¬ 
ered  in  Chapter  13.  Chapter  14-33  should  include  the  following:  "(a)  Acts 
of  misconduct  including  sexual  behavior  considered  harmful  to  individuals 
or  group  other  than  the  person  performing  the  act,  including:  (1)  Indecent 
acts  with  or  assault  upon  a  child  (2)  Rape,  (3)  Indecent  exposure,  (4) 
other  indecent  acts  of  offenses."  It  is  suggested  that  terms  such  as  "lewd 
and  lascivious  acts"  and  "sodomy"  are  open  to  wide  and  inqjrecise  interpre¬ 
tation,  and  should  probably  be  omitted. 

Finally  there  are  several  useful  studies  that  should  be  examined  to  see  if 
they  are  relevant.  These  include  the  JAG  NATO  Study  concerning  the  handling 
by  NATO  allies  of  homosexual  soldiers.  Dr.  Grass'  study  at  Harvard  of  WW  II 
homosexual  officers.  Federal  Civil  Service  policies,  and  recent  court 
decisions. 

The  area  of  treatment  of  sexual  disorders  should  also  not  be  neglected.  In 
psychiatric  residency  programs  and  91G  school  should  specifically  have  class¬ 
es  on  psychotherapy  and  other  treatment  techniques  for  sexual  malfunctions. 

Further  research  might  also  be  undertaken  to  assess  attitudes,  etc.,  before 
changes  in  the  regulations  are  made. 


•  T.f  MTT  T  CD  MD  ^ - ' 


10BERT  W.  MILLER,  MD 
LTC,  MC 


Assistant  Chief 
Psychiatry  Inpatient  Service 
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Valed  ictory : 


Response  to  the  Task  Groups 


COL  Franklin  D.  Jones,  MD 
Psychiatry  and  Neurology  Consultant 
Office  of  The  Surgeon  General 
Washington,  DC  20310 


Colleagues: 

Through  no  particular  fault  of  my  own  I  have  fallen  into  the  legions  of 
what  my  predecessor,  Jim  Rumbaugh,  calls  the  "ledgerers  of  legumes"  or 
more  prosaically  "bean  counters."  With  this  thought  in  mind  I  experi¬ 
enced  a  certain  uneasiness  when  I  noted  the  silence  which  greeted  the 
announcement  that  I  would  be  speaking  instead  of  General  Hank  Mendez. 
Personally  knowing  General  Mendez,  In  my  narcissism,  I  did  not  feel  an 
explanation  for  his  absence  to  be  necessary,  but  it  occurred  to  me  later 
that  many  of  you  don’t  know  him  and  might  misunderstand.  As  soon  as 
General  Mendez  knew  that  he  might  not  be  able  to  attend,  he  called  me. 

In  the  ensuing  day  he  made  valiant  efforts  to  escape  the  clutches  of  a 
budget  committee.  When  it  became  obvious  that  he  could  not  come,  he 
explored  whether  General  Pixley  might  do  so,  but  he  was  also  captive  to 
legislative  demands. 

The  moral  of  this  vignette  is  that  Colonels  have  more  freedom  than 
Generals.  This  brings  us  to  the  area  of  leadership. 
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One  of  the  essential  attributes  of  a  leader  is  that  he  must  be  viewed  by 
his  constituents  as  parochial  to  their  interests.  Another  essential 
attribute  is  that  he  must  be  truly  parochial  only  to  the  accomplishment 
of  the  mission.  A  successful  leader  is  one  who  can  clearly  differ¬ 
entiate  these  interests,  act  In  the  interests  of  the  mission  and  still 
maintain  credibility. 

1  have  heard,  and  probably  made,  many  parochial  comments  at  this  meet¬ 
ing;  but,  most  hearteningly,  I  have  observed  many  successful  leaders  in 
action  —  leaders  who  have  been  successful  because  they  have  put  the 
mission  first.  The  mission  has  remained  the  same  since  the  inauguration 
of  the  now  renamed  Medical  Field  Service  School:  "To  conserve  the 
fighting  strength." 

To  conserve  that  strength  we  have  addressed  a  number  of  issues. 

Some  Issues  have  dealt  with  our  relations  to  each  other.  We  cannot 
improve  the  morale  of  our  charges  and  thus  reduce  ineffectiveness  if  we 
ourselves  are  demoralized.  We  therefore  owe  it  to  them  to  be  self- 
insightful,  to  monitor  our  attitudes  and  to  insure  that  our  feeling  of 
well-being  is  based  on  our  value  in  accomplishing  the  mission,  our 
productivity  in  the  effort  rather  than  fleeting  and  insubstantial  issues 
of  status  or  neurotic  needs  for  control  and  self-aggrandizement. 

In  this  regard  we  have  discussed  educational  programs  aimed  partly  at 


I  / 

A 


129 


helping  us  distinguish  ourselves  from  each  other  but  mainly  aimed  at 
improving  our  competency  to  help  the  patient. 

In  these  areas,  where  our  parochial  interests  weigh  heaviest,  we  have 
experienced  the  greatest  amount  of  dissension,  the  greatest  disunity. 
Perhaps  we  have  failed  to  be  guided  by  our  second  principle  of  fidelity 
first  to  the  mission. 

Some  issues  have  dealt  with  our  relations  to  other  agencies.  Particu¬ 
larly  we  have  examined  non-military  mental  health  care  brokers  or 
funding  agencies  (that  is,  CHAMPUS)  and  those  guardians  of  the  dark 
sides  of  our  own  natures,  the  law-givers,  who  have  put  down  in  black  and 
white  the  categories  of  persons  who  should  receive  our  ministering, 
persons  whom  we  should  spurn,  and  persons  who  may  spurn  our  minis¬ 
trations. 

Examination  of  the  CHAMPUS  situation  has  resulted  in  the  recognition 
that  military  dependents  are  sometimes  being  denied  psychiatric  care 
because  of  administrative  delays  in  processing  claims.  These  delays 
have  resulted  from  the  need  to  validate  the  eligibility  of  the  claimant, 
from  the  APA-CHAMPUS  100  percent  peer  review  procedures,  and,  we 
suspect,  from  a  bias  concerning  the  legitimacy  of  psychiatric  and 
psychological  services.  OCHAMPUS  apparently  does  not  know  within  two 
million  persons,  the  dependents  eligible  for  care.  We  were  told  that 
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the  mmber  is  from  six  to  eight  million. 


An  examination  of  regulations  concerning  the  involuntary  psychiatric 
hospitalization  of  active  duty  personnel  (AR  600-20,  chap.  5,  Sec  IV) 
reveals  that  this  can  be  done  when  the  "life  or  well-being"  of  a  service 
member  is  endangered.  This  regulation  needs  modification  in  terms  of 
including  the  military  mission  as  a  factor. 

In  these  areas  where  our  parochial  interests  are  less  threatened,  we 
have  achieved  greater  harmony. 

Some  issues,  happily  the  majority,  have  dealt  with  our  relations  to  the 
patient  himself,  the  object  of  our  concern.  We  have  discussed  how  we 
can  identify  and  intervene  in  behalf  of  the  problem  drinkers  or  the 
self-prescribing  drug  abuser.  We  studied  the  emerging  concerns  of  and 
about  women  in  the  Army,  the  morality  involved  in  forcing  women  to 
choose  between  procreation  and  careers  and  the  subtle  but  tangible 
damage  to  our  fantasies  caused  by  a  new  awareness  of  competition  between 
the  sexes  in  the  Army  job  market  and  ultimately,  perhaps,  in  battle.  We 
have  attempted  to  objectify  in  terms  of  its  relevance  to  the  soldier's 
mission  the  presence  of  sexual  behaviors  which  range  from  the  annoying 
to  the  dangerous . 

The  celebrated  Matlovich  and  Berg  cases  in  .rtiich  an  exemplary  Air  Force 
technical  sergeant,  Matlovich,  and  a  Navy  ensign,  Berg,  announced  their 


homosexuality  and  were  administratively  seperated ,  has  resurfaced  in  the 
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appeal  process.  The  judge  determined  that  a  military  member  may  not  be 
separated  soley  on  the  basis  of  homosexuality  but  rather  the  burden  of 
proof  lies  with  the  military  to  show  how  the  homosexuality  interferes 
with  duty.  Traditionally  homosexuals  have  been  excluded  on  the  basis 
that  this  is  considered  mental  illness,  that  they  represent  security 
risks,  and  that  they  would  be  disruptive  to  small  unit  interactions, 
producing  demoralization.  The  APA  decision  to  include  homosexuality  as 
a  psychiatric  disorder  only  when  the  patient  experiences  it  as  a 
conflict,  i  .e . ,  sexual  orientation  disturbance  and  the  observation  that 
more  heterosexuals  involved  in  love  affairs  have  been  security  risks 
than  homosexuals  have  raised  serious  objections  as  to  the  validity  of 
the  first  two  bases  for  exclusion.  Tne  unit  disruption  arginent  may 
hold  up,  particularly  in  basic  training  settings  in  which  "late  adoles¬ 
cent"  soldiers  whose  sexual  identity  may  not  be  solidified  might  be 
threatened  . 

In  these  areas  of  least  threat  to  our  parochial  interests  and  greatest 
relevance  to  the  accomplishment  of  the  mission,  we  have  reached  near 
unanimity. 

Obviously  all  of  us  will  have  to  search  our  souls  on  the  issues  of 
greatest  parochial  interest,  those  having  to  do  with  our  relations  to 
each  other.  We  have  had  in  the  current  organization,  spelled  out  in  AR 
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40-216,  two  decades  of  traditional  experience  and  a  few  years  of  experi¬ 
mentation.  We  have  proposals  for  further  experimentation  from  the 
occupational  therapists.  We  can  examine  our  data  base  and  draw  conclu¬ 
sions  but  we  must  try  to  determine  whether  our  policies  or  external 
social  conditions  account  for  the  results.  Let  me  exemplify.  We  have 
an  excess  of  social  workers,  a  slight  shortage  of  psychologists,  and  a 
disastrous  shortage  of  psychiatrists.  I  would  doubt  that  these  condi¬ 
tions  have  anything  at  all  to  do  with  our  relations  to  each  other  but 
rather  they  seem  to  be  shaped  by  simple  financial  contingencies.  To 
attack  this  problem  it  would  therefore  profit  a  persornel  manager  to 
expend  his  energies  more  on  gaining  control  of  the  financial 
contingencies  than  in  examining  our  relations  to  each  other. 

Another  exemplifying  set  of  data  relates  to  the  increasing  numbers  of 
inappropriate  hospital  admissions  to  Walter  Reed  Army  Medical  Center 
from  regional  posts  manned  by  non-psychiatrists  or  by  marginally 
competent  psychiatrists.  Although  the  situation  develops  from  the 
financial  contingencies  previously  mentioned ,  they  also  relate  to  our 
relations  among  ourselves.  We  have  in  this  situation  a  natural  experi¬ 
ment  from  which  data  should  be  collected.  Will  the  data  show  us  that 
there  are  more  misadmissions  from  posts  with  marginal  psychiatrists  or 
from  posts  with  no  psychiatrists?  The  results  of  such  data  collection, 
if  they  could  somehow  be  made  comparable,  might  help  us  in  knowing  when 
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to  assign  a  non-psychiatrist  as  chief  of  a  CMHA. 


I  wish  on  behalf  of  The  Surgeon  General  to  thank  the  command  and  staff 
of  FAMC  for  an  outstanding  record  of  support  and  each  of  you  for  your 
dedicated  efforts  in  the  tasks. 

It  is  now  the  mission  of  the  final  task  force,  composed  of  the  consul¬ 
tants,  to  take  your  productions,  measure  them  against  the  yardstick  of 
mission  accomplishment,  and  advise  The  Army  Surgeon  General  as  to  what 
actions  should  be  taken  and  this  we  will  do. 


SINGLE-PARENT  FAMILY:  ACTIVE  DUTY  AND  DEPENDENT 


BY 

CAPTAIN  ROBERT  H.  GEMMILL 


ROBERT  H.  GEMMILL,  CPT,  MS 
SOCIAL  WORK  OFFICER 
FITZSIMONS  ARMY  MEDICAL  CENTER 
DENVER,  COLORADO 


The  opinions  or  assertions  contained  herein  are  tne  private  views 
of  the  author  and  are  not  to  be  construed  as  official  or  as 
reflecting  the  views  of  the  Department  of  the  Army  or  the  Depart¬ 
ment  of  Defense. 


ADDENDUM 


"There  is  nothing  permanent  except  change." 

Rogers:  Student's  History  of  Philosophy 


The  attached  paper  entitled,  "Single-Parent  Family:  Active  Duty  and 
Dependent,"  was  presented  at  the  U.  S.  Army  Social  Work  Symposium  in 
March  1978.  Part  of  the  paper  addressed  the  sole  parent  in  regard  to 
voluntary  separation  and  counseling.  Since  that  time,  there  have  been  a 
number  of  changes  to  Army  Regulations,  which  pertain  to  sole  parents. 

The  most  current  change  is  reflected  in  DA  Pamphlet  600-8,  Interim 
Change,  No.  101,  which  supplements  AR  600-20  and  AR  614-30.  The  change 
addresses  sole  parents  and  married  Army  service  couples  with  dependents. 

DA  Pamphlet  600-8,  Interim  Change,  No.  101  states: 

All  officer  sole  parents  with  less  than  3  years  active  Federal  service 
and  all  enlisted  sole  parents  regardless  of  grade  in  the  categories  listed 
below  must  be  counseled  regarding  their  responsibilities  to  the  service. 
Additionally,  enlisted  sole  parents  will  be  required  to  submit  a  depend¬ 
ent  care  plan  to  the  unit  commander  which  will  be  forwarded  through 
command  channels  to  the  approving  authority  for  evaluation  and  disposition. 

a.  Army  members  who  are  married  to  other  service  members  and  have 
minor  dependents  (under  age  13). 

b.  Army  members  who  are  sole  parents  or  sole  guardians  of  minor 
dependents.  This  includes  members  huvinq  sole  custody  of  dependents  be¬ 
cause  of  divorce,  legal  separation,  because  spouse  is  not  residing  perm- 
antly  with  member,  or  because  spouse  is  not  capable  of  self  care. 

c.  Army  members  who  are  married  to  other  service  members  and  have 
responsibility  for  the  care  of  dependent*:  who  are  unable  to  provide  for 
themselves  (e.g.,  handicapped,  infirm),  f jardieus  of  age. 

d.  Army  members  who  are  sole  parent  s  or  sole  guardians  as  indicated 

in  b  above,  of  dependents  who  are  unable  *•'  provide  for  themselves  (e.g., 
handicapped,  infirm),  reoardlvos  of  . 


Commanders  are  required  to: 

a.  Identify  members  of  their  command  who  have  dependents  as  indicated 
above . 

b.  Counsel  members  regarding  members'  rights  and  entitlements, 
responsibilities  to  the  Service,  and  their  responsibilities  for  the  care 
and  welfare  of  dependents.  Additionally  — 

(1)  Enlisted  members  will  be  counseled  regarding  the  involuntary 
separation  provisions  in  paragraph  5-34,  AR  635-200,  which  should  be 
invoked  whenever  parenthood  interfers  with  military  responsibilities. 

(2)  Enlisted  members  will  be  counseled  regarding  the  provisions  of 
paragraphs  l-34c  and  l-34d(14),  AR  601-280  for  bars  to  reenlistment  for 
failure  to  provide  an  approved  Dependent  Care  Plan  or  for  failure  to 
manage  family  affairs. 

(3)  Officers  will  be  counseled  regarding  the  provisions  of  section 
XV,  chapter  3  and  section  IV,  chapter  5,  AR  635-100,  and  chapter  4, 

AR  635-120. 

Changes  in  Army  Regulations  pertaining  to  sole  parents  are  presently 
reflected  within  four  management  tools.  The  four  management  tools  are: 

(1)  counseling,  (2)  reenlistment  control,  (3)  performance  appraisals,  and 

(4)  involuntary  separation. 

The  present  changes  in  the  management  tools  are  described  in  an 
unclassified  message  dated  24  Nov  78,  subject:  Resolution  of  Sole  Parent 
Problems.  The  message  states  that  "Secretary  Alexander  has  approved 
changes  to  Army  Regulations  which  will  give  commanders  more  flexibility 
in  resolving  sole  parent  problems."  The  changes  will  be  effective 
January  1979. 

The  changes  are  as  follows: 

1.  Counseling:  Previous  policy  required  commanders  to  counsel  sole 
parents  and  in-service  parents  with  less  than  3  years'  service.  This 
will  be  expanded  to  include  all  enlisted  sole  parents. 
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2.  Reenlistment  Control:  AR  601-280  permits  a  bar  to  reenlistment 
for  failure  to  manage  personal,  marital,  or  family  affairs.  An  explana¬ 
tion  will  be  added  to  specify  that  this  includes  failure  to  respond  to 
duty  requirements  because  of  parenthood.  The  new  policy  will  also  require 
that  a  bar  to  reenlistment  be  imposed  on  any  soldier  who  does  not  provide 
his  commander  an  acceptable  dependent  care  plan. 

3.  Performance  Appraisals:  If  a  service  member's  duty  performance  is 
impaired  because  of  parenthood,  this  will  be  clearly  indicated  in  the 
individual's  performance  appraisal. 

4.  Involuntary  Separation:  There  will  be  family  emergencies  when  it 
may  be  appropriate  to  excuse  a  service  member  from  duty,  and  there  are 
provisions  in  policy  to  accommodate  extreme  family  problems.  However, 
when  it  is  evident  that  a  service  member,  either  officer  or  enlisted,  is 
unable  to  perform  prescribed  duties,  is  repeatedly  absent  from  work  or 

is  not  available  for  worldwide  assignment  because  of  parenthood,  that 
service  member  will  be  involuntarily  separated  UP  AR  635-100  or  635-200. 
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PREFACE 


"Civilization  varies  with  the  family,  and  the  family  with 
civilization.  Its  highest  and  most  complete  realization  is 
found  where  enlightened  Christianity  prevails;  where  woman 
is  exalted  to  her  true  and  lofty  place  as  equal  with  the 
man;  where  husband  and  wife  are  one  in  honor,  influence,  and 
affection,  and  where  children  are  a  common  bond  of  care  and 
love.  -This  is  the  idea  of  a  perfect  family." 


W.  Aikman 


The  traditional  image  of  a  family  consists  of  a  husband,  wife  and 
their  children  living  together  in  a  house.  This  is  a  traditional,  favorite 
and  comfortable  concept,  because  a  substantial  majority  of  families  are 
husband-wife -children  families.  Yet,  there  is  a  non-traditional  family 
structure  that  is  growing  faster  than  two-parenw  families  -  the  alterna¬ 
tive  family  structure  or  often  referred  to  as  the  "single-parent  family". 

Stuart  and  Abt  (1972)  indicate  that  there  are  "presently  three 
million  American  families  with  eight  million  children  that  constitute 
one-parent  families."  According  to  Ross  and  Sawhill  (1975)  over  the  past 
ten  years  female-headed  families  with  children  have  increased  ten  times 
as  fast  as  two-parent  families.  They  also  indicat«d  that  by  the  mid-1970's 
one  out  of  every  seven  children  in  the  U.S.  lived  in  a  family  where  the 
father  was  absent.  According  to  data  presented  in  popular  magazines, 
ba3ed  on  the  latest  census  bureau  data  and  information  from  other  govern¬ 


mental  agencies  as  of  1977,  there  were  7.2  million  families,  one  in  every 


eight,  headed  by  a  female. 

Based  on  1970  census  figures  (U.S.  Department  of  Commerce,  1970) 
approximately  1,382,454  children  live  in  single-parent  households 
headed  by  their  fathers.  An  estimated  601,038  divorced,  separated, 
widowed  or  never  married  fathers  are  rearing  these  children  alone.  The 
n«.  :>er  of  children  being  reared  by  fathers  in  single-parent  families 
increased  by  more  than  100  per  cent  during  the  decade  between  1960 
and  1970  (U.S.  Department  of  Commerce,  1960  and  1970). 

It  seems  apparent,  from  the  above  data,  that  an  alternative 
family  structure  has  emerged  and  is  on  the  increase  in  the  United  States. 
If  the  growth  of  the  alternative  family  structure  continues,  it  may  soon 
be  identified  as  the  "other  traditional  family  structure". 

The  military  has  been  described  as  a  reflection  of  the  larger 
society.  If  this  description  is  correct,  then  it  is  reasonable  to  infer 
that  the  alternative  family  structure  exists  in  the  military  and  is  on 
the  increase. 
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INTRODUCTION 
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I  have  been  requested  to  address  the  subject:  The  Single-Parent 

« 

Family  -  Active  Duty  and  Dependent.  This  presentation  is  to  be  provided 
from  a  pragmatic  experiential  view,  as  opposed  to  a  theoretical  perspective. 

This  paper  will  be  divided  into  five  parts:  First,  problems  encoun¬ 
tered  with  definitions  of  the  alternative  family  structure;  second, 
research  and  theoretical  disarray;  third,  state  of  military  research  or 
significant  uncertainity ;  fourth,  problems  facing  the  social  worker  in 
dealing  with  unwed  adolescence  pregnancies;  and  fifth,  eight  lessons 
learned  from  personal  experience. 

Defining  the  Alternative  Family  Structure 

"When  I  use  a  word,"  Humpty  Dumpty  said,  in  rather  a  scornful  tone, 

"it  means  just  what  I  choose  it  to  mean-ncither  more  nor  less." 

"The  question  is",  said  Alice,  "whether  you  can  make  words  mean  so 
many  different  things." 

"The  question  is”,  said  Humpty  Dumpty,  "which  is  to  be  master- 
that's  all. " 

Lewis  Carroll 

The  phrase  "single-parent  family"  is  often  used  synonymously  with 
alternative  family  structure.  The  phrase  is  also  commonly  used  as  a  self- 
descriptive  term  to  interpret  the  meaning  of  the  alternative  family  structure. 
This  places  a  great  deal  of  responsibility  on  the  interpretative  qualities 
of  the  user  and  the  term.  Lewis  Carroll  inferred  that  some  words  are 
overpacked  with  interpretations  and  meanings,  when  two  of  his  famous 
character'-  stated,  "That's  a  great  deal  to  make  one  word  mean,"  Alice  said 
in  a  thoughtful  tone.  "When  I  make  a  word  do  a  lot  of  work  like  that," 
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said  Humpty  Dumpty,  "I  always  pay  it  extra." 

Kaseman  (1974)  defines  the  single-parent  family  as  the  "core  unit 
in  which  one  parent  is  no  longer  present,  owing  to  death,  divorce,  no 
marriage,  or  illness."  AR  635-200,  Chapter  6,  dated  21  November  1977 
addresses  the  sole  parent  and  states  "Service  members  who  are  sole 
parents,  and  whose  child  or  children  under  18  years  of  age  reside  within 
the  household,  may  apply  for  discharge  under  hardship.  A  'sole  parent' 
is  defined  as  a  parent  who  is  single  by  reason  of  never  having  been 
married,  or  is  divorced,  or  is  a  widow/widower."  A  composit  definition, 
formulated  from  a  variety  of  authors  (Freudenthal ,  1959;  Stuart  and  Abt, 
1972;  Weiss,  1975;  Ross  and  Sawhill,  1975;  and  Mendes,  1976) ,  indicates 
that  a  "single-parent  family  is  a  male  or  female  headed  family  unit, 
consisting  of  one  or  more  children  that  are  physically  living  with  one 
or  both  of  the  parents." 

The  above  definition  is  useful  for  general  discussion,  but  it  is 
inadequate  for  any  investigative  purposes  or  therapeutic  invention.  There 
exists  within  the  phrase  and  the  definition  the  inaccurate  assumption  and 
the  false  sense  of  security  that  we  know  what  we  are  talking  about.  The 
phrase  "single-parent  family"  may  also  be  offensive  to  some  people,  since 
it  once  was,  and  may  still  be,  an  euphemism  for  "unwed  mother"  and  congers 
up  apparitions  of  immorality,  and  repentence.  The  phrase  is  also  suggestive 
of  deviant  and  dysfunctional  behavior.  It  is  assumed  that  the  husband- 
wife-child  family  structure  is  the  "normal  model"  or  "best  model"  which 
serves  as  the  norm  by  which  other  family  structures  can  be  evaluated 
(Thomas  and  Sillen,  1972).  It  may  also  be  assumed,  that  the  "single-parent 
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family"  is  a  "tangle  of  pathology"  which  produces  predictable  dysfunctional 
consequences. 

* 

Terms  and  general  definitions  that  attempt  to  represent  or  describe 
the  alternative  family  structure  present  problem-  for  a  number  of  reasons. 

First,  there  are  an  array  of  terms  that  fragment  the  subject,  without 
fully  describing  the  components  of  the  alternative  family  structure.  A 
number  of  these  terms  include: 

1.  Beyond  Divorced  Individuals 

2.  Formerly  Married 

3.  Fatherless  Homes 

4.  Female  Headed  Families 

5.  Male  Headed  Families 

6.  Never-Married  People 

7.  Never-Married  Fathers 

8.  Never-Married  Mothers 

9.  One-Parent  Family 

10.  Parents  Without  Partners 

11.  Single  Fatherhood 

12.  Single  Motherhood 

13.  Single  Parents 

14.  Single  Pr rent  Family 

15.  Sole  Families 

16.  Solo  Families 

Second,  the  alternative  family  structure  is  a  dynamic  family  organiza¬ 
tion  that  is  configured  in  different  ways  at  different  times.  Terms  and 
general  definitions  do  not  make  visible,  the  invisible  structure  of  the 
family  organization.  For  example,  in  regard  to  the  "single-parent  family" 
all  or  part  of  the  children  may  not  be  physically  present  in  the  home. 

In  addition,  a  child  may  mature  into  an  adult  and  still  be  living  in  the 


home  for  a  number  of  rea:  ons.  Another  example  is  the  "female  headed 
family",  - hich  may  consist  of  a  mother  and  her  children  or  two  sisters 
living  together. 


Third,  terms  and  general  definitions  do  not  address  the  process  by 


which  alternative  family  structures  come  into  existence,  evolve  into 
other  living  arrangements  or  cease  to  exist.  This  process  is  often 
traumatic,  unpredictable  and  unplanned.  The  process  is  important  for 
a  number  of  reasons,  which  includes  understanding  family  dynamics,  social 
dysfunction,  survival  techniques,  medical  needs,  psychological  needs  and 
financial  needs.  It  is  also  important  for  accessing  intervention 
techniques  and  the  level  of  self-image  of  the  family  members. 

The  alternative  family  structure  may  come  into  existence  due  to 
imposed  or  non-imposed  separation,  divorce,  death,  illegitimate  children, 
adoption,  separate  households,  illness  or  long-term  institutionalization. 

The  same  family  structure  may  c case  to  exist  due  to  remarriage,  recon¬ 
ciliation,  departure  of  family  member s ,  death  or  uniting  with  other 
families  (put:  together  families;.  It.  should  be  ncted  that,  when  the 
alternative  family  :uu  tare  ceasec  *  •->  exist,  the  psychological  trauma 
associated  with  its  citation  a:.<.  exi  -tonne  may  linger  for  years.  It  is 
also  important  to  realize  that.  (..!.<•  family  structure  may  not  have  returned 
to  a  traditional  family  structure ,  but  evolved  into  other  living  arrange¬ 
ments,  such  as  the  wife  living  alone.  In  these  instances,  rather  than  a 
reduction  of  psychological  trauma  there  may  be  an  increase. 

Certainly,  the  alternative  family  structure  car:  be  adequately  defined, 
but  one  must  beware  of  verbal  utterances  without  clear  meanings.  I  hope 
that  I  have  communicated,  that  terms  and  definitions  must  bo  carefully 
selected  and  defined  to  adequate  1  v  no  scribe  t!  o  target  p-.-r  illation ,  especially 
for  rosea ••t  h  inquires  and  in*.orv<  at:  n  techniques. 


Research-and  Theoretical  Disarray 

"Order  is  a  lovely  thing; 

On  disarray  it  lays  its  wing. 

Teaching  simplicity  to  sing" 

Anna  Hempstead  Branch 

I  would  like  to  make  a  brief  comment  on  the  research  and  theoretical 
state  of  information  pertaining  to  elements  of  the  alternative  family 
structure.  Research  in  the  field  is  diverse  and  conflictual.  One  is 
immediately  immersed  in  a  variety  of  subject  areas  which  address  various 
components  of  the  alternative  family  structure,  such  as:  sexuality, 
birth  control,  abortion,  family  planning,  child  development,  public  health, 
counseling,  social  work,  religion,  history,  medicine,  sociology,  psychology, 
anthropology,  administration,  and  business.  The  conflictual  nature  of  the 
research  is  an  expected  reality,  but  it  is  unfortunate  that  almost  any 
reasonable  thesis,  and  some  unreasonable,  can  be  supported  by  the  literature. 
It  makes  no  difference  if  theories  are  in  direct  conflict  of  each  other, 
support  can  be  found  for  both  contentions.  The  conflictual  and  changeable 
nature  of  research  findings  may  be  rationalized  by  realizing  that  "research 
results  are  the  best  thing  to  believe  at  the  time  and  place." 

The  theoretical  base  of  the  alternative  family  structure  is  diffuse, 
concepts  continue  to  proliferate  and  terminology  is  fluid.  No  one  perspective 
has  eminent  domain,  which  is  to  be  expected,  due  to  the  complex  socio-medical 
components  of  the  alternative  family  structure.  For  example,  in  regard  to 
adolescent  unwed  pregnancies  there  are  at  least  eight  theoretical 


perspectives  that  attempt  to  explain  the  phenomena,  which  are: 


1.  Psychoanalytical  perspective  (Edin,  1954;  Young,  1954;  and 


Bernstein,  1971) 

2.  Psychological  perspective  (Pannor,  1971;  Krammerer,  1969;  and 
Wimperis,  1960) 

3.  Sociological  and  political  perspective  (Vincent,  1961;  Liben, 

1969  and  Rains,  1971) 

4.  Medical,  prevention  and  treatment  perspective  (Illegitimacy: 

Data  and  Findings  for  Prevention,  Treatment,  and  Policy  Formulation,  1965) 

5.  Demographic  and  ecological  perspective  (Yurdin,  1970  and  Heraog, 

1967) 

6.  Pathology  and  stress  perspective  (Eacon,  1974) 

7.  Moral  and  economic  perspective 

(Facts,  Fallacies  and  Future  -  A  Study  of  the  ADC  Program  of 
Cook  County,  Illinois,  1960,  and  Illegitimacy  and  Its  Impact  on  the  ADC 
Program,  1960) 

8.  Anthropological  perspective  (Malinowski,  1964;  and  Mead,  1939) 

In  summary,  the  existing  research  results  reflect  the  need  for 

theoretical  refinement  and  continued  emperical  research. 

State  of  Military  Research:  Significant  Uncertainity 

"All  that  lies  between  the  cradle  and  the  grave  is  uncertain" 

Seneca 

Contact  with  various  military  agencies  regarding  the  "military  single¬ 
parent  family",  revealed  six  common  responses.  Not  all  these  responses 
were  directly  related  to  the  "military  single-parent  family". 
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First,  there  is  an  awareness  that  women  are  on  the  increase  in  the 
military,  especially  since  1972.  This  increase  has  initiated  new 
problems  and/or  has  surfaced  problems  not  previously  recognized. 

Deputy  Assistant  Secretary  of  Defense  (Equal  /Opportunity)  M.  Kathleen 
Carpenter  publically  announced  to  the  Defense  Advisory  Committee  on  Women 
in  the  Services  (DACOWITS)  at.  its  last  meeting  that  the  Services  plan  to 
almost  double  the  number  of  enlisted  women  in  the  active  force,  as 
reported  in  The  Stethoscope,  Fit2simons  Army  Medical  Center,  February  23, 
1978.  DASD  Carpenter  indicated  that  increasing  the  level  of  women  from 
5.5  per  cent  to  11  per  cent  by  1983  is  what  she  considered  a  threshold 
number  and  not  an  upper  limit.  This  would  result  in  increasing  the 
current  number  of  100,000  enlisted  women  to  just  under  200,000.  She 
stated  that  "The  May  1977  Study  on  the  utilization  of  military  women 
directed  by  Secretary  of  Defense  Harold  Brov.’n,  as  well  as  other  studies 
conducted  in  the  same  time  frame  by  private  institutions  and  Congress,  all 
agree  that  women  are  cost  effective  and  essential  to  the  all  volunteer 
force." 

Second,  the  number  of  "military  single-parent  families"  is  unknown. 

Third,  there  are  a  number  of  proposed  data  gathering  studies  to  be 
implemented  within  the  year  by  various  branches  of  the  military.  These 
studies  will  be  directed  toward  the  "military  single-parent  family." 

Fourth,  an  undetermined  number  of  single  and  married  female  soldiers 
with  children  feel  su  :pi cions  of  the  military,  when  they  are  asked  if 
they  have  children.  If  seems  that  there  is  a  feeling,  by  some,  that  a 
state  of  antagonistic  coopera *  ion  exist  between  the  institutions  of  the 
military  and  the  family  (Hill,  lr‘ •'(>). 


Fifth,  administrative  procedures  exist  to  voluntarily  or  involuntarily 


separate  women,  who  become  pregnant,  from  the  military  (York,  1970) .  In 
the  Army,  voluntary  separations  are  offered  under  AR  635-200,  Chapter  8 
(Personnel  Separations  -  Enlisted  Personnel) ,  dated  1  March  1978,  which 


supersedes  AR  635-200,  dated  15  July  1966  (no  regulation  presently  exists 


for  officers) .  AR  635-200  requires  counseling,  without  coercion,  and  the 

signing  of  a  statement  by  the  pregnant  soldier  and  selection  of  one  of 

two  options.  The  statement  and  options  are  as  follows: 

Statement  of  Counseling:  I  affirm  that  I  have  been  counseled 

by  (Grade)  (Name) _  this  date  on  all  items  on  the 

attached  counseling  checklist  and  I  understand  my  entitlements 
and  responsibilities.  I  understand  that  if  I  elect  discharge 
I  will  be  entitled  to  medical  care  at  government  expense  at  a 
military  medical  treatment  facility  up  to  6  weeks  poct-partum 
for  the  birth  of  my  child  and  that  I  may  remain  on  active  duty 
until  30  days  prior  to  expected  date  of  delivery  or  latest  date 
my  physician  will  authorize  me  to  travel,  whichever  is  earlier. 

I  also  understand  that  should  I  remain  on  active  duty  I  will  be 
expected  to  fulfill  the  terms  of  my  enlistment  contract.  If  I 
elect  to  remain  on  active  duty,  I  understand  that  I  must  remain 
available  for  unrestricted  service  on  a  worldwide  basis  when 
directed  and  that  I  will  be  afforded  no  special  consideration 
in  duty  assignments  or  duty  stations  based  on  my  status  as  a 
parent. 

Options : 

_ I  elect  discharge  for  reason  of  pregnancy  CP  Chapter  8,  AR  635- 

200,  I  desire  to  remain  on  Active  Duty  until  _ _  (date  is  not 

later  than  30  days  prior  to  my  expected  date  of  delivery.) 

_ I  elect  to  remain  on  Active  Duty  to  fulfill  the  terms  of  my 

enlistment  contract. 


Involuntary  separation  is 
(Separation  for  Convenience  of 
tary  separations  are  initiated 
duties,  repetitive  absenteeism 
as  a  result  of  parenthood." 


performed  under  AR  635-200  Chapter  5 
the  Government)  date!  21  Nov  1977.  Involun- 
" because  of  inability  to  perform  proscribed 
or  nonavailability  for  worldwide  assignment 
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Sixth,  there  are  many  significant  uncertainities  (questions  and 
policy  issues)  pertaining  to  the  "military  single-parent  family"  to  be 
researched  and  addressed.  These  uncertainities  center  around  the 
impact  the  military  has  on  the  single -parent  and  the  impact  the  single¬ 
parent  has  on  the  military.  Various  unanswered  questions  include: 

A.  What  is  the  actual  number  of  "military  single-parent  families?" 

B.  How  is  the  "military  single-parent"  to  be  utilized? 

C.  Should  the  "single-parent"  be  encouraged  to  join  the  military? 

D.  Should  the  military  assume  the  responsibility  of  providing 
special  services  to  the  "single-parent  family?" 

E.  Are  children  of  the  "military  single-parent"  at  higher  risk  (child 
abuse,  child  neglect,  parental  deprivation,  availability  of  pediatric 
medical  care,  availability  of  educational  opportunities  and  social  and 
psychological  deprivation)  than  children  of  "civilian  single-parents"? 

F.  Is  there  a  significant  amount  of  loss  time  to  the  mission  of 
the  military  when  the  sponsor  and  dependent  roles  merge  into  one,  such 
as  with  the  "military  single-parent"? 

G.  How  is  the  dual  responsibility  dilemma  to  be  addressed?  The 
dilemma  presents  itself  when  the  "military  single-parant"  is  held  equally 
responsible  for  the  roles  of  soldier  and  parent. 

H.  What  influence  does  military  policy  have  on  the  abortion, 
relinquishment  and  retention  rates? 

I.  What  happens  to  the  children  of  "military  single-parents"  if 
mobilization  takes  place? 
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Problems  Facing  the  Social  rkcr  in  responding  to  Adolescent 

Pregnancies 

"The  biggest  problem  i  r.  the  world  could  have  been  solved  when  it 
was  small." 

The  Way  of  Life  According  to  Loatzu 

The  alternative  family  structure  is  too  complex  and  broad  to  discuss 
in  a  brief  period.  Therefore,  1  would  1  ike  to  address  one  component  of 
that  structure:  problems  encounter od  with  adolescent  unwed  pregnancies, 
active  duty  and  dependent. 

The  pregnant  pat j er.t  his  three  basic  options  in  regard  to  her  born 
or  unborn  child,  thru  <  .bore  ion,  .•  nguisiment  or  retention 

(keeping).  Patient:.  ■■■■'  to  abort,  usual  ly  con-act  social  work 

service  by  telephone  f-  r  n.  ,<  v::  il  information.  The  majority  of  pregnant 
adolescent  patients  •*:.  n:r  uv.-wd  and  do  si  re  -o  roll-  yjj.sh,  keep  or  are 
uncertain  what  to  dr  ai  •.•  j  h4,  •••icail  y  seen  at  Social  Work  Service.  Various 
problems  are  experienced  working  with  adolescent  p; egnant  patients  who 
are  unwed . 

First,  there  is  the  proh.1  r  :r.  of  patient  availability  (Demis,  Diers 
and  Sharpe,  1976)  and  availabilit  y  of  auxilary  ror' on::.  My  experience 
has  been  that  the  pregnant  unwed  adolescent  usually  presents  herself 
late  in  her  pregnancy  for  medical  treatment  ..tub  .a;  work  service. 

It  is  not  uncommon  for  her  firs,  o>..  c;  i  •:  nee  w>.  i  .<  ■  ur.c.  social  work 

services  to  be  on  the  day  of  del  ivet-  ;  <  ■■  ■  the  postponement 

of  medical  and  social  wu»  k  ivj  cos  include  ••  .'o:. .. .  air:-,  s.t  of  pregnancy, 

denial  of  pregnancy,  ur.cv  :re  services  were  nv.i'lahde  or  needed,  afraid 
to  seek  «  orvi ce:  and  t  :  >cr  a  :  -  i  i  ■  u  ot  t  h*  rove  bi.'  deC.i  si  on  to 

relinquish  or  to  keep  he  eh  — q 


Once  the  patient  is  identified,  availability  problems  may  continue. 
The  patient  often  experiences  difficulties  in  keeping  appointments  due 
to  the  lack  of  transportation school  and  work  responsibilities  and 
military  duties.  Once  the  patient  delivers,  there  is  a  rapid  termina¬ 
tion  from  services. 

It  is  unusual  for  the  father  of  the  child  to  be  available.  I  have 
found  that  the  patient's  "boyfriend",  if  one  exists  is  more  often  avail¬ 
able  than  the  father.  The  father  may  be  unknown  to  the  mother,  or  she 
may  refuse  to  reveal  his  name,  he  may  be  physically  on  the  run,  afraid 
or  embarrassed  to  present  himself  or  the  patient's  father  may  not  allow 
him  to  have  contact  with  his  daughter. 

Auxilary  persons  are  often  not  available  due  to  the  "secret  of 
pregnancy".  When  the  patient  is  a  dependent,  it  is  common  for  her  mother 
to  be  aware  of  the  pregnancy  and  supportive.  The  dependent's  father  is 
often  unaware  of  the  pregnancy,  and  the  father  of  the  child  may  not  even 
be  aware  of  the  pregnancy.  The  parents  of  the  father  may  be  aware  of  the 
pregnancy,  but  they  often  refuse  to  take  any  responsibility  in  the 
decision-making  process  and  may  be  entangled  in  legal  action,  due  to 
the  pregnancy,  and  desire  to  minimize  their  involvement.  When  the  patient 
is  active  duty  and  decides  to  relinquish,  her  parents  and  her  duty  section 
are  usually  unaware  of  the  pregnancy  and  the  relinquishment.  She  seldom 
decides  to  keep  the  child,  unless  emotional  and  financial  support  is 
received  from  the  father,  boyfriend,  her  immediate  family  or  if  she  is 
financially  independent,  which  is  rare. 
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transference,  it  is  possible  that  the  patient  may  receive  intervention 
procedures  that  are  not  appropriate,  and  do  not  meet  the  patient’s  needs. 

The  social  worker  must  be  aware  of  his  or  her  own  biases  that  could  result 
in  the  needs  of  the  social  worker  taking  priority  over  the  needs  of  the 
patient. 

Fourth,  there  is  the  inappropriate  and  often  unpredictable  intervention 
by  medical  professionals,  non-professionals  and  business  professionals. 
Inappropriate  interventions  can  strike  swiftly  and  can  result  in  acute  and 
chronic  complications.  Examples  of  these  interventions  include:  (a)  a 
hospital  non-professional  confronting  a  patient  with  her  "shameful  behavior," 
after  she  decided  to  relinquish  her  child,  (b)  patients  being  contacted 
by  medical  professionals  or  business  professionals  requesting  that  the  patient 
take  their  child  out-of-state  for  adoption  which  may  be  accompanied  by  a 
significant  financial  payment  to  the  patient  and  (c)  biased  "professional 
advice"  offered  by  the  professional  medical  staff.  The  biases  of  the 
staff  are  often  transferred  to  the  patient  with  skillful  finess. 

I  have  found  that  by  preparing  the  patient  for  inappropriate  and 
unpredictable  interventions  in  a  non-threatening  manner  (forwarned- 
forearmed)  can  minimize  the  effects  of  these  interventions.  In  those 
cases,  where  the  influence  of  these  interventions  cannot  be  minimized, 
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learning  to  apologize  well  is  useful. 

Fifth,  there  is  the  issue  if  a  male  or  female  social  worker  should 
work  with  pregnant  women.  I  have  found  that  the  gender  of  the  worker  is 
not  the  issue,  it  is  the  quality  service  provided  that  is  important. 

Eight  lessons  learned  from  personal  experience 

"Experience  is  the  extract  of  suffering" 


A,  Helps 


Following  are  a  number  of  lessons  that  I  have  learned  from  working 
with  unwed  adolescent  patients. 

First,  the  unwed  pregnancy  can  be  a  positive  growth  experience.  The 
pregnancy  and  the  decision  to  abort,  relinquish  or  keep  is  often  not  as 
traumatic  as  one  is  predisposed  to  believe  and  does  not  lead  to  irreversible 
personality  changes.  If  the  social  worker  will  set  the  proper  atmosphere, 
and  encourage  growth  to  take  place,  the  pregnancy  and  disposition  decision 
can  be  a  maturing  constructive  experience. 

Second,  the  mother  of  the  patient  is  often  of  crucial  importance. 

She  is  available  when  no  one  else  is  and  is  the  source  of  family  resources. 
She  is  ultimately  involved  in  the  decision  making  process  and  is  the  one 
who  supports  the  decision  and  makes  it  work.  If  she  is  excluded  from  thc- 
intervention  process,  she  is  only  excluded  in  the  mind  of  the  social  worker. 

Third,  follow-up  services  need  to  be  offered  to  the  pregnant  patient. 
After  the  brief  initial  involvement  of  hospital  personnel  and  the  family, 
there  exists  the  aftermath  of  termination  and  isolation.  The  patient  is 
then  alone  and  needs  periodic  assistance. 

Fourth,  don't  be  embarrassed  to  ask  questions  that  are  germain.  The 
social  worker  must  distinguish  between  voyeristic  m eds  and  intervention 
needs,  but  when  information  is  legitimately  needed  it  should  be  requested. 
Often  the  question  has  more  potential  for  embarrassing  the  social  worker 
than  the  patient. 

Fifth,  be  specific  when  asking  questions,  don't  assume  or  generalize. 

Sixth,  discover  the  nature  of  the  secret  ;.  Unwed  pregnancies  always 
involve  keeping  secrets  from  someone.  Knowing  the  secrets  assists  in 
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understanding  the  dynamics  of  the  pregnancy,  the  patient's  family  and 
avoids  violation  of  confidences. 

Seventh,  do  not  restrict  birth  experiences.  For  example,  allowing 
and  encouraging  a  patient,  who  has  elected  to  relinquish  her  child,  to 
deliver  by  the  Lamaze  method  may  satisfy  needs  that  cannot  be  relived  or 
re-experienced . 

Eighth,  a  multidisciplinary  approach  is  more  effective  than  a  single 
approach.  Suggested  persons  and  agencies  to  be  involved  in  a  multi¬ 
disciplinary  approach  include: 

A.  Physician  -  Adolescent  Medicine  Service 

B.  Maternal  and  Child  Social  Work  Officer 

C.  Nursing  Supervisor  for  Maternal  and  Child  Health 

D.  Community  Health  Nurse 

E.  Chaplain  for  Obstetrical  Services 

F.  Head  Nurse  OB  Clinic 

G.  Head  Nurse  Post-Partum 

H.  New  Patient  Nurse  OB  Clinic 

I.  Newborn  Nursery  Nurse  Clinician 

J.  Head  Nurse  of  Labor  and  Delivery 

K.  Civilian  Social  Service  Agencies 


L. 


Licensed  Adoption  Agencies 


SUMMARY 


The  paper  entitled,  Single-Parent  Family:  Active  Duty  and  Dependent, 
was  divided  into  five  areas. 

First,  problems  encountered  with  definitions  of  the  alternative 
family  structure.  Problems  included  the  inability  of  terms  to  accurately 
describe  the  components  of  the  alternative  family  structure,  incapacity 
of  terms  to  make  visible  the  structure  of  the  family  organization  and 
terms  not  identifying  the  process  by  which  the  alternative  family 
structure  comes  into  existence. 

Second,  research  and  theoretical  disarray.  It  was  indicated  that 
research  in  the  field  was  diverse  and  conflictual.  The  theoretical 
base  of  the  alternative  family  structure  was  described  r->  being  diffuse, 
with  terminology  in  a  constant  state  of  change  and  further  confused  by 
a  proliferation  of  concepts. 

Third,  state  of  military  research  or  significant,  ur.certainity. 

Six  common  responses  wo.ro  discussed  in  regard  to  inquiries  regarding 
the  "military  single-parent;  family". 

Fourth,  problems  facing  the  social  worker  in  dealing  with  unwed 
adolescent  pregnancies:.  Those  problems  included  patient  availability, 
abundance  or  dearth  of  available  resources,  coun fortran s ference ,  inappro¬ 
priate  and  unpredictable  interventions  and  gender  of  social  worker. 

Fifth,  eight  lessens  learned  iron  persona 1  experience .  These  lessons 
were  the  positive  growth  exj.  .-ric-nco  of  pregnancy ,  tne  vucial  importance 
of  the  patient's  mother,  the  need  lor  led  lew- up  .service:;,  the  request  for 


legitimate  information,  the  need  to  ask  specific  questions,  the 
importance  of  discovering  the  secrets  of  pregnancy,  the  encourage¬ 
ment  of  normal  birth  experiences  and  the  effectiveness  of  the 
multidisciplinary  approach. 
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